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The Research Laboratories of The National Drug 
Company have made intensive studies of producing, 
concentrating and refining Pneumonia Serum. Methods 
of immunizing horses, and improved processes, enable 
us to offer a refined serum, approximating ten times the 
potency of the whole serum, with a corresponding de- 
crease of inert solids and proteins. 


National Pneumonia Serum contains all the specific 
antibodies and other antitoxic or protective substances 
contained in the whole serum in addition each syringe 
is standardized to contain: 


10,000 Type I National Institute of Health Units (Fel- 
ton—International Units) 
10,000 Type Il National Institute of Health Units (Fel- 
ton—International Units) 


The Serum is furnished in perfected syringes, 
containing 10,000 each of Type I and Type II 
Units, with chromium (rustless steel) intra- 
venous needles, and in ampul-vials, containing 
20,000 each of Type I and Type II Units. 


The serum should be given every six to eight hours or 
until a favorable response is secured. Sputum should be 
typed and when the type of pneumococcus in the sputum 
or blood corresponds to the antibodies, or protective 
substances contained in the Pneumonia Serum, the 
patient’s temperature usually falls when sufficient serum 
is given to overcome the bacteriemia and toxemia. 
Early and adequate doses are essential! 











Send detailed information on Refined Pneumonia Serum per Medical 
Times. 
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Studies in Diabetes 


6. The Metabolism of a Single Depancreatized Dog 


Showing the Action of Cellular (or Tissue) Insulin 





® George H. Tuttle, M. D., South Acton, 


HIS is the metabolic history of a normal dog 
depancreatized by the most modern methods, 
which lived for 18 days after the withdrawal 

of insulin and raw pancreas, and ate all of its food 
at every meal without vomiting. It walked and 
played about the laboratory and showed no signs 
of severe malaise until very near the end of its life. 
This was one of a series of 14 dogs, depancrea- 
tized by S. Soskin of Toronto, and reported upon 
by him in the Journal of Nutrition, Vol. 111, No. 
2, Sept., 1930. Certain columns in the following 
table are copied from this report; other columns 
are calculations of the author from these data. 


I 
TABLE OF METABOLISM 


Total Glu- Glu- 
Glu- cose Ni- cose f 
cose added trogen from avail- 

of to Deam. able 

Food Food Protein Glucose 
84.5 69.57 


Pro- Total 
tein. 
Deami- 
nized 
108.4 
99.8 
108.5 
95.8 


Glu- 


of - 
Day creted 
4 


50 
gms. G. 


50 
gms. G. 





Total 616.93 1566.5 254.83 1592.62 924.33 1186.89 
Values in grammes. Length of experiment, 17 days. 
Loss of weight 5.94 to 3.31 Kg. (2.63 Kg.). Ate all of his food. 
No vomiting. 
Postmortem—No pancreatic fragments. 
Liver fat—1.5%. A lean dog was used. 
R. Q.’s 1st day, .696; 4th day, .730; 8th day, .707-.733; 11th day, 
-795; 15th day, .805; 18th day, .906. 


No subcutaneous fat. 


II 
METABOLIC DATA 


(ingested in 17 days) 2278 gms. 
(ingested in 17 days) 1139 gms. 
(ingested in 17 days) 1586 gms. 


Total Protein 
Total Fat 
Potential Glucose 
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Mass. 


7 days) 1592 gms. 
days) 924. gms. 
days) 113 gms. 
days) 150 gms. 
days) 1187 gms. 


Protein Deaminized (ingested in 
Glucose from D. Protein. ...(ingested in 
Glucose from Glycerol (ingested in 
Glucose added to food...... (ingested in 
G. available for metabolism. . (ingested in 


Glucose metabolized (ingested in 17 days) 571 gms. 
Glucose excreted in urine....(ingested in days) 616 gms. 
571 gms. + 616 gms. = 1187 gms. available glucose 


Discussion 


It is proposed to show from these data: 1. That 
the total glucose of the food derived from protein 
and the glycerol fraction of the fat ingested is ac- 
counted for completely by the glucose excreted in 
the urine plus the amount oxidized or stored in 
the body; and that the daily amount of CHO me- 
tabolized was so much greater than the caloric re- 
quirements, estimated theoretically from recognized 
data, that some glycogen must have been stored; 
and that since neither the storage of glycogen nor 
R. Q.’s above 0.70 are compatible with the con- 
version of fat to glucose, it seems impossible that 
any fat could have turned to glucose in this diabetic 
dog. 2. That the cellular insulin which alone 
makes possible the metabolism of carbohydrates 
after removal of the pancreas gradually increases 
in amount as shown by the increased utilization of 
glucose as the experiment progresses, until during 
the last five days just preceding death, the dog 
actually metabolizes 61% of the total glucose of 
the food which was available for metabolism. 


1. The daily food of the dog consisted of P 134, 
F 67 gms. This gives a total glucose of 84.5 gms. 
But our present method of reckoning glucose from 
protein presupposes that all of the protein goes 
through the process of deaminization which must 
precede its conversion into glucose, and these tables 
show that some of the protein:was not deaminized. 
The nitrogen excretion when multiplied by 6.25 
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gives the amount of protein deaminized; and 58% 
of this amount represents the glucose obtained 
from protein and available for metabolism. If we 
add to this the 10% glycerol fraction from fat we 
have the total amount of glucose from the food 
actually available for metabolism by the economy. 
Pursuing this method in the construction of the 
preceding tables it will be seen that the total amount 
of glucose metabolized in 17 days was 571.29 gms; 
and if we add this to the 616.93 gms. of glucose 
which Soskin recovered from the urine, we have 
the amount 1188.22 gms., which is exactly equal 
(with minor fractions included) to the glucose 
available for metabolism derived from the daily 
food. All debatable data in the Soskin Tables, 
such as R.Q’s, D to N ratios, oxygen consumption, 
etc., have been omitted and only two columns of 
these data, namely, those dependent upon the chem- 
ical examination of the urine for glucose and nitro- 
gen, which surely are not debatable, have been used 
so far in my argument. 

In order to show the probability that no fat was 
converted to glucose in this diabetic dog one as- 
sumption must be made. It is assumed that this 
dog, living the lazy life of the laboratory and feel- 
ing rather sick during the last five days of his life, 
could not have burned more than 30% beyond the 
requirements of his basal metabolism as computed 
from his known daily weight and the R.Q. as 
taken by Soskin. When these theoretical estimates 
are compared with the record of the CHO calories 
actually burnt daily, as shown in the table under 
*‘Glucose Metabolized,” the actual amounts exceed 
the theoretical estimates by 20 to 30 gms. daily after 
the 10th day. This excess must have been stored 
as glycogen or converted to fat. It is inconceivable 
that Nature should convert its glucose into glycogen 
or fat, and at the same time be obliged to convert 
its fat into glucose to satisfy its caloric needs. Nor 
were there any R.Q’s of 0.69 or below found at 
any time during the period of the experiment. Ris- 
ing R.Q’s indicate a process the reverse of that 
necessary for the conversion of fat to glucose. It 
is obvious, then, that no fat could have been con- 
verted to glucose in the diabetic dog. 

The steady increase of carbohydrate oxidation 
and the similar decrease of fat burned are clearly 
seen in the tables calculated by the author and in 
the rising R.Q’s observed by Soskin. Now if we 
correlate these facts with my claim that cellular 
insulin increases, it may cause students of metabol- 
ism to realize that R.Q’s are dependent upon the 
amount of insulin available as well as upon the 
amount of oxygen inhaled and CO 2 expelled. In 
fact, insulin determines the amount of metabolism 
which shall take place; and when it becomes de- 
ficient in diabetes, less and less carbohydrates oxi- 
dize and then fats fail to oxidize, all this being 
accompanied by falling R:Q’s. If these quotients 
fall below 0.69, as they do occasionally in cases of 
deep coma with acidosis or in dieting experiments 
where the individual is fed enormous amounts of 
fats, usually clear cream, for 8 to 10 days, some 
physiologists claim that with such quotients some 
fat turns to glucose through liver action by glu- 
coneogenesis, as is shown by a rising R.Q. three 
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to six hours after the final large dose of fat given 
to the patient in order to obtain the experimental 
low quotient. It seems to me that here, again, they 
fail to realize that it is insulin action which deter- 
mines the amount of oxidation and the height of 
the R.Q; and that it would be much more reason- 
able to say that the excessive intake of fat tem- 
porarily smothered or paralyzed the action of the 
insulin and in that way temporarily checked the 
production of CO and lowered the quotient; and 
that the following rise of the R.Q. (in experiments 
on normal non-diabetic individuals) was the natural 
rebound of the system resulting in the production 
of emergency insulin and causing a rise in the R.Q. 
This could not occur in a severe diabetic, as there 
is no reserve insulin. I know of no such experi- 
ments performed on severe diabetics, nor would 
there be any rising quotients in such cases. Fur- 
thermore, even if it were possible for fat to turn 
to glucose under excessively abnormal conditions 
such as deep coma, or the forced feeding of. enor- 
mous amounts of fats to normal individuals, in 
which cases R.Q’s are seen below 0.69, such 
changes in metabolism must be very rare since such 
freak quotients seldom occur in the thousands of 
mild, moderate or severe cases of diabetes which 
we see daily; and the assertion that such changes 
from fat to glucose must be considered a common 
cause of diabetes seems entirely unjustified. 


2. In like manner these tables offer conclusive 
evidence in favor of my second proposition, viz. : 
that the cellular insulin existing in animals increases 
in amount as shown by the increased metabolism of 
glucose in the absence of the pancreas, until in this 
individual case during the five days preceding the 
day of death, it increases sufficiently to bring about 
the metabolism of 61% of the total glucose of the 
food. Such evidence as this should be conclusive 
as to the existence of other insulin than the pan- 
creatic in the animal body; yet, a most eminent 
physiologist, after failure to extract this insulin by 
his method, states that there is no evidence of the 
existence of any other insulin in the body except 
the pancreatic. Science, of course, is very exact- 
ing, but the individual investigator may be very 
near-sighted in his search for other evidence out- 
side his own procedure. These data not only fur- 
nish evidence of the increased oxidation of carbo- 
hydrate but also of the deposition of glycogen and 
give us an idea of the twofold action of this newly 
recognized cellular insulin. As a catalyst, it makes 
possible the oxidation of glucose; as an enzyme act- 
ing upon its substrate glucose it accelerates the 
polymerization of glucose to glycogen and these 
things can be done without any assistance from 
the pancreas. In fact, in all animals below verte- 
brates its action is all that is necessary to bring 
about the oxidation of glucose and the deposition 
of glycogen. What real proof is there that pan- 
creatic insulin ever reaches the cells and there 
causes the deposition of glycogen? What need is 
there of it? Is it not possible that pancreatic in- 
sulin is limited in its action? 
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But I wish to proceed even beyond the facts of 
these tables which show the gradual increase of 
cellular insulin as seen in the increased metabolism 
of glucose, because, since these original tables were 
constructed by Soskin, Best, Soskin, Hershey and 
others have furnished still further valuable data in 
their experiments of feeding depancreatized dogs 
with small amounts of lecithin, in place of raw 
pancreas, which prolongs the life of such dogs al- 
most indefinitely. Since we have seen that the cel- 
lular insulin increases in the first series of dogs 
until it metabolizes 61% of total glucose before 
death .(18 days), we are justified in saying that 
this insulin will continue to increase still more 
when their life is prolonged by the giving of leci- 
thin; and I will venture to say further that it is not 
from the food value of the lecithin, but from the 
fact that cellular insulin does increase, even up to 
100% of the total insulin, that it becomes possible 
for these dogs to live so long, in a practically nor- 
mal state. I wish that Soskin would give us data 
similar to that of his first series, upon these dogs 
fed with lecithin. 

And thus it is possible from the data of these 
tables to establish my second proposition that cellu- 
lar insulin exists and increases in amount, com- 
pensating for the loss of the pancreatic insulin un- 
der the stress of Nature’s demands. 


Conclusions 


1. It is evident that the glucose derived from the 
food is not excreted quantitatively, as thought 
by Lusk and Minkowski with the old methods 
of depancreatizing dogs; so that we can no 
longer doubt that the diabetic tissue of the de- 
pancreatized dog can metabolize large quanti- 
ties of glucose without the assistance of pan- 
creatic insulin, and this demands the recogni- 
tion of another or cellular insulin in the body. 
Since, according to these estimates, the amount 
of glucose metabolized (571.29 gms.) plus the 
amount excreted (616.93 gms.) exactly equals 
the amount contained in the food (1188 gms.) 
and since this glucose was so much in excess 
of that required for energy production that 
much of it was stored as glycogen, there can 
be no possibility of any part of this glucose 
having been formed from fat, i. e., there was 
no overproduction of glucose from fat in this 
diabetic dog. 

Since 48% of the total available glucose in- 
gested in 17 days, as shown by the nitrogen in 
the urine plus the glycerol fraction, was me- 
tabolized, and as the amount increased from a 
daily average of 21.78 gms. (28%) during the 
first 7 days to an average of 47.84 gms. (61%) 
during the last five days of life, there must have 
been a like increase in the production of cellu- 
lar (tissue) insulin to make such metabolism 
possible. Therefore, there can be no further 
doubt of the existence of a cellular insulin, nor 
of Nature’s ability to increase it in time of 
need. 

When future data similar to the above are 
available of depancreatized dogs fed with leci- 
thin, I believe that it will be shown that cellular 
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insulin will increase to amounts approaching 
100% of the total insulin of the body, previ- 
ously supplied jointly by the pancreas and the 
tissue cells. 

5. The two forms of insulin are to a degree mu- 
tually compensatory since they both cause oxi- 
dation. Cellular insulin, unassisted, can cause 
deposition of glycogen. 








Correspondence 








Health in Russia 
December 14th, 1934. 


To the Editor of the MEDICAL TIMES: 

It is apparent, only at this time, just how the editor 
arrived at his opinion of the neuro-psychiatric health 
of the Russian people. In two such books as Chamber- 
lin’s “Russia’s Iron Age,” and Rubin’s “I Live to Tell,” 
he read just what he wanted to read. 

Permit me to withhold a complete statement on 
Chamberlin’s book, inasmuch as it would release facts 
about both this book and its author, which are at present 
in the making for a complete magazine article. As for 
the tabloid type opus of Rubin’s, it is so flagrantly 
hysterical and untrue, that even the white Russian group 
has remained negative to it as a source of reference. 

For example, Rubin quotes John Reed as being 
“horribly disillusioned” with Soviet Russia. In none 
of Reed’s books or numerous articles is there any such 
statement. No one else ever heard Reed say this. His 
life and work's in Russia belie such an expression. Most 
people who know Russia and Rubin have come to the 
conclusion that, in this statement, the author assumed 
a fictional prerogative. The editor has been a bit late 
in catching up. 

What is the truth about Russia? Rather than be 
accused of referring to works which are “propaganda” 
to your mind, may I enlist the aid of the Foreign 
Correspondence column of the Journal of the American 
Medical Association? In the November 17, 1934 issue 
we find that medical education is being reformed in 
the Soviet Union, particularly in the curative and 
prophylactic faculties, increasing the course to a five- 
year study. In the same letter there is a summary of 
the honors that have been paid Professor Pavlov on his 
eighty-fifth birthday. Around Pavlov has been built 
a great research school with facilities and prizes for his 
students. 

What does this same column reveal about Fascist 
Germany, with whom you so prejudicially compare 
Russia? The October 20th, 1934 issue states that Pro- 
fessors Czerny and Keller of Berlin find that school 
children who entered school for the first time in Feb- 
ruary, 1934, were “of very poor nutrition . . . poor 
constitution ... and... that they lacked adequate 
resistance toward disease.” In the November 24th, 1934 
correspondence we see Germany’s failure to control 
either venereal disease or prostitution. Contrast this 
with Dr. Charles Gordon Heyd’s statement on the eradi- 
cation of prostitution in Moscow and the tremendous 
decrease of venereal disease in Russia generally. 

We don’t have to wander too far afield to unearth 
the palpable truth. It is essential only that we realize 
the fundamentals of the system under which any coun- 
try operates. “Other nations” will find the way, Mr. 
Editor, and it will surprise you, perhaps, to learn, that 
this way must be essentially the same for all countries. 

Very truly yours, 


HARRY E. BELLER. 


Insist on pasteurized cream, ice cream and butter. 
Tuberculosis can be spread by insanitary products. 
ses 








Lobar Pneumonia ‘Treated By a Special Method 





ported here entered the writer’s service in 

the Norwegian Hospital, Brooklyn, New 
York, between November 1, 1933, and January 31, 
1934. They form a continuous series. 

In reporting these cases analytically certain facts 
are selected for mention which, it is believed, can 
suggest recognizable clinical pictures, viz: facts 
about age, sex, chronology of the disease, location 
of pulmonary consolidation, height of fever and of 
pulse and respiration rates, degree of leucocytosis 
and percentage of polymorphonuclear neutrophiles, 
and state of blood pressure; symptoms bearing par- 
ticularly on the course and prognosis of the disease, 
as diarrhea, tympanites, jaundice and delirium; 
termination, and if by recovery, whether by lysis 
or crisis; and complications. To these are added 
facts about bowel evacuations and the extent to 
which they were artificially induced; which are 
mentioned because they bear on the special method 
of treatment employed. Data of sputum examina- 
tions are not included because of incompleteness. 
The desirability of identifying the variety of pneu- 
mococcus present in each case, so far as present 
knowledge of that expanding subject permits, is ap- 
preciated; and attempts to get such data were 
made; but the results were too incomplete to have 
much significance. The practical importance of this 
omission in the present instaace is lessened by the 
fact that the plan of treatment of these cases did 
not include the use of artificially prepared specific 
antibodies. X-ray examinations of the lungs were 
not made routinely, but only for special reasons; 
and because of this incompleteness the x-ray data 
are likewise not included. Blood cultures were 
made only exceptionally, and data on them are also 
not included. 

The diagnosis in these cases was made on the 
history and clinical course, the symptoms, the find- 
ings on physical examination, the blood cell counts 
and blood pressure findings, and to a certain ex- 
tent on the sputum examinations and x-ray ex- 
aminations. 


r [= twenty-one cases of lobar pneumonia re- 


The treatment of these cases was physiologically 
supportive, following a plan which the writer has 
described in numerous publications! during the last 
twenty-one years, the main features of which, be- 
sides rest and nursing, are: 

1. A special diet, which is precisely given, and 
which is modified in prescribed ways to meet dif- 
ferent conditions. 

2. A special plan of management of circulatory 
failure, which employs strophanthin as the chief 


From the Norwegian Hospital, Brooklyn, N. Y. 
1For partial bibliography see Meptcat Times anp Lone Istanp 
MepicaLt Journat of February, 1932. 
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® Edward E. Cornwall, M.D., F.A.C.P., Brooklyn, N. Y. 


drug agent; using that drug not routinely, but in 
an occasional and flexible manner according to a 
special program (The use of digitalis in pneumonia 
has been avoided by the writer for the last twenty 
years). 

3. Conservative treatment of symptoms. For 
pain and restlessness opiates are given sparingly in 
the earlier stages of the disease, but generally 
withheld in the later stages. In the treatment of 
delirium mechanical restraint is generally preferred 
to sedative drugs. Diarrhea is treated by modifi- 
cation of the d:et, and tympanites by modification 
of the diet and occasional use of enemas. 

4. Protecticn of the patient from chilling, espe- 
cially when the fever is low and near the expected 
time of deferescence. 

5. Conservative management of the bowels. 
Cathartics are practically never given during the 
active period of the disease; and enemas are given 
only for special reasons other than failure of regu- 
lar bowel evacuations (the routine artificial induc- 
tion of bowel evacuations in this disease has been 
avoided by the writer since 1913). 


From the analytical report given here the follow- 
ing facts are gathered 

Thirteen of the patients were males and eight, 
females, 

Thirteen of the patients had passed the age of 
forty years. 

In thirteen of the cases signs of consolidation 
were noted in only one pulmonary lobe, and in 
eight, in two lobes. 

In twelve of the cases a temperature of 105°F. 
or higher was noted. 

In twelve of the cases a pulse rate of 130 or 
higher was noted. 

In twelve of the cases a respiration rate of 40 or 
higher was noted. 

In sixteen of the cases a leucocyte count of 
15,000 or more was noted. 

In sixteen of the cases a polymorphonuclear neu- 
trophile percentage of 80 or more was noted. 

In thirteen of the cases systolic blood pressure 
of 110 mm. Hg. or lower was noted. 

Diarrhea was noted in one case, tympanites in 
four cases, jaundice in one case, and delirium in 
five cases. 

Bowel movements occurred on the average for 
the entire series during the active period of the 
disease in the hospital, about once in every two 
days, excluding the case with diarrhea; and more 
than three-fourths of the movements occurred 
naturally, 

Pleurisy with effusion was noted in three cases, 
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CASES OF LOBAR PNEUMONIA 
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Case 1. Bacillus influenzae abundant in sputum. 


Case 7. Patient had diabetes mellitus and a recently fractured rib. 
Case 


IN SECOND MEDICAL DIVISIO N, 


8. Patient had a practically normal temperature for about one week after defervescen 
continued about six weeks, and then disappeared; after which the pulmonary consolidation 
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ce; then developed a fever of a septic type which 
resolved. 


Case 11. Patient admitted to hospital in moribund condition, and died about seven hours later. 


Case 12. Patient had chronic myocardial degeneration. 


Case 21. X-ray examination showed massive consolidation on left lung. 


empyema in one case, and delayed resolution in 
eight cases. 

In fourteen of the cases resolution occurred by 
lysis, and in six, by crisis, 

Twenty of the cases recovered, and one died. 


In connection with this series it seems proper 
to mention, as a doubtful case, a patient who en- 
tered the hospital in the period covered by the 
series with a clinical diagnosis of lobar pneumonia, 
pleurisy and acute alcoholism, and who died on the 
third day after admission and the sixth day of his 
disease; whose autopsy report says: 


“Lungs re- 
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moved with difficulty because of adhesions; there 
is no free fluid in the pleural cavity ; the lungs show 
marked congestion but on cross section show no 
areas of consolidation.” Pathological changes were 
found in the heart and liver, and the cause of death 
as determined by the autopsy was given as chronic 
myocarditis. Because of the failure of the autopsy 
to confirm the diagnosis of pneumonia, this case 
was not included in the series; and because a 
microscopic examination of the lung tissues was not 
made, it is reported as doubtful. 


In commenting on these cases one is inclined to 
(Concluded on page 14) 








NORWEGIAN HOSPITAL, BROOKLYN, N. Y.,1933/11/1-1934/1/31 


Periodic Medical Examinations of Physicians 





® Malford W. Thewlis, M.D., Wakefield, R. I. 


ANY recent graduates ceased studying the 
M day they graduated. Many older prac- 
titioners have not rejuvenated their libra- 
ries—filled with 1900 editions. A large percentage 
of medical men will not remain tuned up. It is 
hardly sufficient to go to medical meetings regu- 
larly or to spend one or two weeks in a clinic every 
year. At least one day a week should be given over 
to study in some medical center. 

We are wondering if physicians should not be 
expected to pass satisfactory medical examinations 
(both oral and written) every five years. If they 
failed to pass, they should go back to medical school 
again for a short time to brush up. 

At regular intervals they should present satis- 
factory evidence to state boards that they are quali- 
fied—not rusty, not mentally stagnant. After all, 
medicine is a science and it progresses so fast that 
we must remain students as long as we practice. 

We insist on periodic health examinations for 
patients; why should we be unwilling to pass 
periodic medical examinations ourselves? No mat- 
ter how unpleasant, we must face facts. 

Many are burned out, and amongst such we 
find recent graduates. A pity, but some of these 
men made the initial mistake of looking upon medi- 
cine, not as a science, whose study enables one to 
fight disease (and incidentally, to secure an in- 
come doing so), but merely as a profession likely to 
yield, under certain circumstances, in certain locali- 
ties, so much per year. 

Look at the average physician’s library. Recently 
a physician was looking up typhoid in a book written 
in 1880. To be sure, some of those old volumes 
are interesting, but they are not adequate. 

Old medical books have a certain commercial 
value, and there is no reason why every physician 
should not have a modern library since he can trade 
in his old volumes. Old medical journals are also 
marketable and the proceeds of their sale will help 
buy new volumes. Copies of medical journals sell- 
ing for $10.00 a year will sometimes bring $3.00 at 
the end of the year. Many book publishers sell 
on a partial payment plan which makes it possible to 
keep up a library. 

The profession should purge itself of inefficient 
practitioners—they should quit or be overhauled. 

The United States Public Health Service requires 
its physicians to pass examinations every four or 
five years. There is no reason why the profession 
should not demand as much from its members. 

It should be stipulated that if a man could not 
pass the examination he would be expected to go 
back to school for a sufficient time. The public is 
entitled to the advantages of recent discoveries and 
improved methods of treatment. 

The public is better informed than ever before; it 
knows whether a man is efficient or not, although 
some physicians are able to carry on with bluff. 


6 





The young physician concerns us even more than 
the older practitioner. No doubt many of the older 
men must drop out of the field, but what about the 
recent graduates? The five year examinations 
would show them up. Many men, fearing the con- 
sequence of an examination which they knew they 
could not pass, would not take the tests, thereby 
solving the problem themselves. 

It is not sufficient for a man to take a two weeks’ 
postgraduate course at the end of the year. It 
would be far better to take a day off at the end 
of each week to visit some medical center. How- 
ever, in some districts, remote from centers, the 
yearly postgraduate course gives excellent. results. 
Such courses might also include facilities for the 
periodic medical qualification. 

Since physicians neglect themselves physically and 
seldom have periodic health examinations, these 
would also be desirable at regular intervals. Dis- 
ease often changes one’s personality, lowers one’s 
efficiency and warps one’s judgment. The fitness 
of alcoholics, drug habitués and the mentally unbal- 
anced to practice should be a matter for considera- 
tion and determination. 

Medical men had to pass all sorts of examinations 
in the army; why shouldn’t they in private practice? 

By increasing the efficiency of physicians of the 
regular school those of other schools (the bastards 
of Esculapius) would be forced into the background. 
After all, there is no excuse for chiropractors and 
osteopaths being allowed to practice medicine. We 
need better and better medical men. There should 
be some assurance that when a medical man is 
allowed to exercise his profession he is really com- 
petent, even a few years after graduation. The 
profession itself should practically guarantee this. 
Some men improve with time, others decay men- 
tally. 

No physicians should hide behind their State 
license instead of keeping apace with science. 

The average dog who is treated by an average 
veterinarian does not get a square deal: he is not 
x-rayed, he does not have blood tests, blood pres- 
sure estimations or bacterial or parasitic examina- 
tions of the stools. The animal is merely treated 
symptomatically. The average human being is too 
often treated in the same way by the physician. 

If we wish to combat disease we must be keen, in 
order to interpret early symptoms. When the aver- 
age disease is in full swing it is often too late to do 
much about it. 

A modern blood count is rarely made on a patient 
—the older methods prevail. There are too many 
“occasional surgeons,’ too many men dabbling in 
roentgenology, and too many men, claiming to be 
specialists, who treat everything from ivy poisoning 
to myxedema. These, too, should be subjected to 
more rigid professional requirements. They should 

(Concluded on page 8) 
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one hundred cases 


The Mastoid Roentgenogram 
An analytical report of the radiographic and operative findings in 





® Richard A. Rendich, M.D., Brooklyn, N. Y. 


determine the number and causes of dis- 
crepancies between the operative and roentgen 
findings, with the idea of eliminating as far as pos- 
sible the sources of error discovered. 
Originally, it was not intended to use this study 


Te analysis was undertaken primarily to 


TABLE No. 1 
Pathological Classification 

Degree of To | 2to Sto 
Pathology 2yrs.|5 yrs. 10 yrs.| 10 up| Total 
Slight 1 5 6 12 
Moderate 1 7 13 14 35 
Marked 2 6 15 16 39 
Sclerotic 2 2 11 14 

Total 3 15 35 47 100 








to ascertain the value of mastoid radiography, but 
on thought it does offer in a very definite way a 
means to determine the reliability of the informa- 
tion obtained by this means. Particularly is it of 
interest to otologists, since it represents the view- 
point of the surgeon as to the reliability of the 
examination. At this time, insufficient material 
has been encountered for a statistical study of 
petrous pathology as demonstrated radiographically ; 
suffice to say, however, that the roentgenogram has 
proven very satisfactory in the demonstration of 
the various degrees of petrositis. 

The cases were chosen at random from a larger 
series in order to typify as far as possible the aver- 
age group of cases of like number occurring in 
hospital practice. The patients included those of 
all ages; Table No. 1 represents the age groups 
arranged according to the degree of pathology asso- 
ciated with each. The decision as to the correctness 
of the radiographic findings was made by each of 
three otologists and the writer, working independ- 
ently. The surgical findings and roentgen inter- 
pretation were compared and the correctness of 
the latter rated as noted later. The decision of the 
majority was accepted as final; in case of equal 
division of opinion the case was classed according 
to the lower rating. 

On analysis, the first point worthy of note was 
the divergence of opinion as to the correctness of 
the radiographic report; a unanimous opinion was 
While the difference con- 
sisted chiefly of minor degrees of pathology it 
would tend to prove that the radiographic report 
was not sufficiently explicit to convey correctly the 
conclusions of the roentgenologist. Part of this 
burden, however, must be borne by the surgeon, for 





Read at a staff conference of the Brooklyn Eye and Ear Hospital 
April 5, 1934. 
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occasionally the operative report was not entirely 
descriptive, and as a result it became difficult to 
decide as to the correctness of the roentgen diag- 
nosis. The classification of the radiologist varied 
from the majority decision of the otologists in 


but 11%. 
a 


The report of the committee was as follows: 

Group A, 72%—Radiographic interpretation in 
complete accord with operative findings. 

Group B, 20%—Radiographic interpretation in 
accord on major points with operative findings. 

Group C, 8%—Radiographic report incorrect. 

In other words, in 92% the radiographic exam- 
ination was of distinct benefit in arriving preopera- 
tively at a decision concerning the pathological con- 
dition of the mastoid; while in the remaining 8% 
the report of the roentgenologist was, for various 
reasons, misleading. 

As expected, more discrepancies occurred in 
patients up to 5 years of age; 11% of the errors of 
the serious grade occurred in that group as com- 
pared to 714% in those beyond the five year level 
(Table No. 2). This, of course, is readily ex- 
plained by the comparatively undeveloped type of 
mastoid in the young and the difficulty of obtain- 
ing a satisfactory examination of some children. 

Surprising to note is the fact that the largest 
number of grave errors occurred in those cases of 
the most extensive pathology (Table No. 2). 


Table No. 2 


Classification of Errors 








Degreeof To2| 2to | Sto | 10 

Pathology yrs.| Syrs. |l0yrs. | yrs.up} B C 

Slight |B B Cj; 2B 1C 

Moderate 3B 2C/4B 6B 13B 2C 

Marked B B C/IB 3C| 3B 4C 

Sclerotic B Ci B | 2B 1C 
Total 1B 8B—2C |7B—2C!|9B—4C|20B—8C 








This, however, can better be explained by a special 
consideration of each case of this (“C”) group. It 
must be stated that for the reasons noted, the dis- 
crepancies between the radiographic and operative 
findings were anticipated by the surgeon in the 
second, third and fourth of the following cases and 
in a sense should not be considered as radiographic 
errors. The reports of the findings in these four 
cases were, however, distinctly misleading to the 
otologist, who fortunately was able to attach the 
proper importance to the clinical and the radio- 
graphic features in these cases. These four repre- 
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sent definite radiographic errors. Review of the 
films with a knowledge of the surgical pathology 
failed to reveal any means by which a repetition of 
these mistakes could be avoided. In each instance 
the pathology was more extensive than assumed 
from a study of the roentgenogram. 


Case No. As—Hemorrhagic type of mastoid—the 
pathology as represented on the radiograph 
does not appear as marked as noted opera- 
tively. This fact has long since been known 
to otologists and roentgenologists; history of 
case should be considered with roentgenogram 
before reaching conclusions. 

Case No. Bos—Age 3 years—The detail of the 
roentgenogram was obscured by motion of 
patient; this was recorded in x-ray report. 
Unless the roentgenogram is of satisfactory 
quality, a definite roentgen diagnosis can not 
be made. 

Case No. Co7—The operation in this case was not 
performed until 13 days after roentgenographic 
study. In such an instance the radiograph can 
not be considered representative of the path- 
ology of so late a date and must therefore be 
disregarded. 

Case No. Cos—Age 7% years—Acute mastoid— 
operation performed 3 days after x-ray exam- 
ination. In acute mastoiditis three days may 
be a sufficient time to change the pathological 
picture. With increasing interval the roent- 
genogram becomes of less value. 


The largest number of errors of minor importance 
(B group) occurred in those mastoids in which the 
pathology was considered of moderate degree radio- 
graphically. A review of the “B” group reveals the 
following: 

Two cases had intervals of over 3 days between 
radiography and surgery, which might well 
account for the difference of pathology noted. 

Three examinations were reported when the quality 
of the radiography did not warrant definite 
conclusions. Too often does the roentgenolo- 
gist endeavor to be of service in offering 
information on the unsatisfactory films of an 
unruly child; this should be avoided. 

Three histories contained indefinite descriptions of 
the surgical pathology ; this led to difference of 
opinion as to proper classification. 

One report was considered in error because a nota- 
tion of rupture of the cortex was not included 
in the radiographic findings—this, of course, 
is not usual, as frequently ruptures of the mas- 
toid cortex can not be demonstrated radio- 
graphically. 


Summarizing it may be noted that: 

lst—The radiographic reports have been vague, 
and in instances have failed to convey the same 
meaning to the several otologists. Too often is an 
interpretation of the interpretation necessary. This 


is, however, a fault which may be readily rectified.‘ 

2d—<Acute mastoid pathology does not maintain a 
fixed state; consequently, the radiographic report 
does not apply several days after the examination. 

3d—Hemorrhagic mastoiditis invariably presents 
at operation pathology more advanced than appears 
from the roentgenogram. 

4th—Unless the radiograph is of satisfactory 
quality, it ceases to he of value for study of the 
intrinsic pathology ; therefore, motion of the patient 
or other interference with detail renders it prac- 
tically useless. Consequently, no definite report 
should be made. 

5th—History is of importance to the roentgenolo- 
gist, as previous disease frequently leaves changes 
which must be taken into consideration for the 
proper interpretation of recent pathology. 

6th—Except in unusual cases the radiograph 
should not be considered alone in arriving at a 
decision as to operation. 


116 Remsen Street. 





Periodic Medical Examinations of Physicians 
(Concluded from page 6) 


pass a rigid examination every five years. They 
should be registered as specialists and not be allowed 
to do general practice, as many of them are doing 
now, without being publicly posted for what they 
are by the organized profession itself. 

We need better laboratory methods. We need 
tests performed with such accuracy that the results 
cannot be questioned by anyone. 

A certain amount of “persuasion” is necessary. 
Even good men deteriorate when there is nothing 
to worry about. Unless we raise our standards and 
are compelled to live up to them, we may have State 
medicine. 

Naturally, examinations of this kind for men who 
have been more or less long in practice would not 
need to be severe or too thorough. The fact that 
physicians would iace examinations wovld be evi- 
dence in itself that they were motivated Ly sincerity 
and good faith. Many incompetent men, fearing 
the tests, would automatically drop out—by far the 
most graceful solution of the problem. 

Any man who knows his stuff would not fear a 
reasonable test. In fact, he would welcome it. 
Therefore, it would seem that those who might 
oppose it, in general, would be those who knew 
they were lacking. 

The actual examinations could be simple yet strict 
enough to answer the purpose. For example, a 
physician could select 20 out of 50 questions to 
answer on the written examination. The oral exam- 
ination would be still simpler—it would really be 
an assurance on the part of the physician that he is 
reasonably up-to-date. Of course, if medical men 
had to submit to theoretical tests, like the ordinary 
state board examinations, the carnage might be 
terrific. There is no need of that. The greatest 
benefit of such examinations would be that those 
who were passé would drop out of the picture auto- 
matically. 
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Injection Treatment of Hydrocele 





® Louis H. Baretz, M.D., F.A.C.S., Brooklyn, N. Y. 


serous cavities of the body derived from 

the coelom. It is lined with endothelium 

similar to the peritoneum and its layers are nor- 
mally separated by a small amount of clear serous 
fluid (.5 to 2 cc.). A distinct increase in the 
amount of fluid is known as a hydrocele. 

Operative Treatment: 

For many years, the standardized operation 
has been generally recognized as the treatment 
of choice in hydrocele, whereby a permanent 
cure could usually be effected. However, one 
must consider the usual economic problem with 
hospitalization, the possibility of mortality with 
any surgical procedure, the unavoidable mor- 
bidity, and the complications that frequently 
ensue. 

Campbell, in 1927 (1), in a report on 502 
cases of hydrocele operated upon, reported a 
mortality of 2 cases due to pneumonia. Aver- 
age stay in the hospital was 9.2 days. There 
was occasional recurrence of the hydrocele. 
Complications were hemorrhage, infection, and 
involvement of the testis. Such complications 
of necessity will unfortunately increase the 
period of post-hospital invalidism for many 
days. 

Any method of treatment which will avoid 
hospitalization and the above complications will 
naturally prove to be a method of choice. 

Theory of Injection: 

If the entire endothelium of a hydrocele sac 
could be damaged, thus causing an outpouring 
of fibrin ferment, theoretically the fluid should 
clot and cause obliteration of the sac. 

The rationale is the introduction of some 
fluid into the sac sufficiently irritating to pro- 
duce an inflammatory reaction in the serous 
lining which will cause opposing walls to ad- 
here. Since endothelium is of mesodermal ori- 
gin, the repair process following this reaction 
leads to the production of fibroblasts and ulti- 
mately to the occlusion of the sac by fibrous 
tissue, 

History: 

The use of such an irritant dates back to 50 

years or more with iodine solution—Hoffman 


ia [= tunica vaginalis is the smallest of the 


2) 

In 1881, Lewis, of Philadelphia, suggested 
pure phenol. This he described as: 1. Less 
painful than iodine. 2. More certain of cure. 
3. Less risk of sloughing. 4. Only 2 days away 
from employment [Quoted by Hoffman (2) ]. 

In 1903, Luke, of Georgia, used iodine and 
phenol (3). The results were not always cer- 
tain, there was considerable pain and swelling, 
and the method fell into disrepute. 

In 1912, Morestin, of Paris (4), withdrew 
¥% of the fluid and injected 1 cc. of equal parts 
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of phenol, glycerin and alcohol (Morestin’s 
Fluid). Later he evacuated more and more 
fluid and increased the injected quantity. He 
emphasized the fact that this method should be 
used only in essential or simple hydrocele, and 
not the complicated hydrocele. Under the lat- 
ter he included: Congenital hydrocele with 
direct connection to the peritoneal cavity, 
hydroceles not absolutely transparent, those 
associated with epididymitis of infectious or 
traumatic origin, hematocele, painful cases, etc. 

In 1912, Mellenah, of England (5), de- 
scribed a vaccine injected into the sac. Severe 
inflammation followed for 7 days with tem- 
perature of 103. The scrotum refilled and 
then gradually disappeared and did not recur. 

In 1915, Soubeyran, of France, used 1 gm. 
of 40% alcohol diluted with equal parts of 
water without evacuating any fluid. Dimm- 
richer and Polaillon used lcc. of a 10% sol. of 
zinc chloride. This was injected without with- 
drawal of fluid. The above two procedures 
were frequently followed by recurrence. [Quot- 
ed by Gray (6)]. 

In 1912, Bruns, of Germany, injected 1593 
cases with phenol. 6.1% recurred (1, 7). 

In 1922, Hoffman (2) used one-sixth cc. of 
a solution of alcohol and phenol. This was 
slightly painful for a time and described as 
successful for hydroceles not larger than an 
orange. If too much phenol were injected, or 
if the injection were outside the tunica, cellu- 
litis and suppuration occurred. 

Other solutions, including port wine and 
milk, were used. 

Veasy, in 1925 (8), introduced a sterile 
catheter into the collapsed sac. Prior to this, 
a sterile coil of catgut had been used. 

Gray, of England (6), in 1930 used a 25% 
solution of NaCl and distended the sac com- 
pletely with the idea of letting it out in a few 
minutes, thus avoiding caustic effect. How- 
ever, in one case, the scrotum became gangren- 
ous and sloughed off. In 3-4 weeks, never- 
theless, the wound granulated over and the 
hydrocele was completely cured. He then tried 
Morestin’s Fluid with better results and stated 
that this was quite safe in children with con- 
genital hydrocele. 


The objections to most of the above methods 
are as follows: 


1. Severe pain. 2. Reaction. 3. Sloughing. 
4. Uncertainty of results. 


The causes of failure: 


1. Too strong a solution was used, causing 
severe pain and marked reaction. 

2. Too small a quantity of fluid was in- 
jected, preventing an adherence of the walls 
and resulting in recurrence. 





3. Or insufficient fluid was withdrawn, pro- 
ducing the same effect. This is a common cause 


of failure. 


The incomplete emptying causes a 


dilution of the sclerosing solution and prevents 
proper contact of the walls. 

With the success of the use of sclerosing 
solutions in varicose veins, investigators were 
encouraged to attempt a modified injection 
method for hydrocele. 

In 1928, Pybus, of England (9), used qui- 
nine and urethane in 2 cases with satisfactory 


results. 


In 1929, Sarma (10), in India, used qui- 
nine without reaccumulation of the fluid. 

In 1931, Porrit, of England (11), and in 
1934, Floyd and Pittman (12), used sodium 
morrhuate (5%) with good results. 

The writer has used quinine hydrochloride 
and urethane in the following cases, which are 
herewith described in detail: 


Case 1: 


1/30/32: 


2/6/32: 
2/13/32: 


2/20/32: 


2/27/32: 


a: 


2/18/32: 


2/23,3 


3/1/32: 
3/8/32: 


3/15/32: 
3/22/32: 

5/3/32: 
3/22/34: 
3: 


1/30/32: 


: No reaction. 


H. M. #128229. 
O.P.D. Age 49. 
Hydrocele size of plum—4 years 
duration. Tapped and removed 
20cc. clear fluid. Injected lcc. of 
quinine hydrochloride and urethane. 
No pain. 

Moderate fluid present. 
tion. 

Increased amount of fluid. Re- 
tapped and removed oz. i; re-in- 
jected same amount of quinine as 
above. 

For 2 days after above, moderate 


Jewish Hospital 


No reac- 


pain and swelling. 
No evidence of recurrence. 


Testis 
normal size. No transillumination. 
J. P. #129663. Jewish Hospital 
O. P. D. Age 50. 

Hydrocele developed 8 years ago 
following herniotomy. Has been 
tapped 3 times with rapid recur- 
rence. Last tapping a few months 
ago. 

Right hydrocele size of grape fruit. 
Tapped and removed oz. xii. In- 
jected 2cc. of quinine hydrochloride 
and urethane. No immediate pain. 
No pain or discom- 
fort. Moderate swelling present. 
Increased swelling. 

Recurrence of hydrocele, somewhat 
smaller than before. 
Retapped and re-injected. 
Increased in size. 
Scrotum normal size. 
rence. 

(2 years later): No evidence of 
recurrence. Both sides same size. 
H. E. #126761. Jewish Hospital 
O. P. D. Age 50. 

Intermittent pain and persistent 
swelling right scrotum 2 years du- 
ration. No history of trauma, GC, 
etc. 


No recur- 


2/13/32: 


2/16/32: 


2/20/32: 


Note: 


Case 4: 


7/16/31: 


7/19/31: 


7/25/31: 
11/12/31: 


Case 5: 


8/30/32: 


10/8/32: 


10/13/32: 


10/18/32: 


11/1/32: 
4/29/34: 


Case 6: 


8/11/32: 


8/18/32: 


Right hydrocele moderate size, with 
some tenderness on _ pressure. 
Tapped; oz. iv. removed. No ap- 
parent epididymitis present. Not 
injected at this time. 

Recurrent hydrocele tapped; oz. iv 
of chocolate colored (old blood?) 
fluid removed. Injected Icc. solu- 
tion of quinothane. Patient com- 
plained of dull pain in testis lasting 
1 minute. 

Considerable reaction. Scrotum 
reddened. Testis swollen and ten- 
der; apparent epididymitis present. 
Patient advised to stay in bed. 
Pain less. Has a subsiding left 
epididymitis and moderate recur- 
rence of hydrocele. 

In this type of case, where patient 
had complained of pain for 2 yrs., 
injection is not advisable. Again, 
the withdrawal of old bloody fluid 
on the second tapping is also a con- 
traindication. 

S. C., age 45. seen at office. 
Hydrocele (right) several years 
duration. Tapped and removed oz. 
iv of clear fluid. Injected 2cc., 

No pain. Moderate swelling 1 day 
after injection. Today slightly en- 
larged, no transillumination. 
Moderate enlargement still present. 
No evidence of recurrence. Both 
sides same size. 

C. K. Age 7. Seen at office. 
States that left side has been en- 
larged for 1 year. 

Hydrocele size of a plum. 

Tapped and removed oz. iss amber 
fluid. Injected cc. quinine hydro- 
chloride and urethane. No im- 
mediate pain. 

Had slight pain and swelling after 
injection, Today testis appears to be 
of same size as before injection. 
No transillumination, however. 
Distinctly smaller. % size as com- 
pared to last visit. 

No pain. Still moderate enlarge- 
ment but less than before. 

1 year and 8 months later. Hydro- 
cele completely gone. 


A. D. Age 47. Seen in office. 
Right hydrocele, 7 months duration, 
tapped 2-3 times with recurrence 
each time. 

Small hydrocele tapped. Evacu- 
ated 7cc. of milky fluid (was re- 
cently tapped, hence small amount 
of fluid present at this time). In- 
jected lcc. of quinine and urethane. 
Had moderate swelling after above. 
No pain at any time. Moderate en- 
largement present. Tapped and 
evacuated 3cc. Re-injected, using 
¥ ce.. 
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8/28/32: 
8/2/33: 


Case 7: 
11/25/30: 


12/1/30: 


12/15/30: 
4/20/34: 


Case 8: 
12/22/30: 


1/4/31: 


4/20/34: 
Case 9: 
11/19/32: 


11/22/32: 
12/22/32: 
12/27/32: 
12/29/32: 
1/10/33: 
3/16/33: 


4/29/33: 
3/22/34: 


Note: 


Case 10: 


12/29/32: 
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Considerable pain after above; now 
subsided. 

1 year later. 
hydrocele. 

B. P. Age 2. Seen in office. 
Patient has had 2 operations for 
his hydrocele, but recurrence after 
each. Tapped, withdrawing 40cc. 
clear yellow fluid. Injected lcc. of 
quinine hyd. and urethane. 
Moderate pain after above. Con- 
siderable swelling next day, which 
subsided rapidly. 
Testis normal in size. 
has not recurred. 

3% years after injection. 
currence. 

G. K. Age 4. Seen in office. 
Hydrocele tapped several times 
with recurrence. Right hydrocele 
present, testis anterior. Tapped 
and removed 30cc., clear amber. 
Had to tap in 2 areas because of 
apparently double sac present. In- 
jected % cc. into each sac. 

No reaction. No pain. Moderate 
swelling which subsided soon. 
Testis now normal. 

3 years after injection. 
currence. 

I. S. 3146808. Jewish Hospital. 
O. P. D. 

Left hydrocele. 
moved; clear fluid. 
quinine solution. 
For 15 minutes after above, patient 
complained of epigastric pain. No 
testicular pain. Epigastric pain 
subsided completely. 

Moderate swelling. No transillumi- 
nation. 

Moderate swelling persists. 
Re-tapped ; oz. iiss obtained. Com- 
plained of pain in left lower quad- 
rant for a few moments. 

No further pain. Moderate swell- 
ing present today. 

Apparent recurrence of hydrocele, 
size of plum. 

No further injections. 
tinctly smaller. 

No fluid present. 
One year and 4 months after sec- 
ond tapping. No recurrence. 

The fluid present after the first 
injection was apparently reaction- 
ary, and the second injection was 
unnecessary. 

B. H. #33296. Jewish Hospital. 
O. P. D. Age 58. 

Left hydrocele. Tapped. Removed 
300cc. clear fluid. Injected lcc. of 


No recurrence of 


Hydrocele 


No re- 


No re- 


Tapped ; oz. iv re- 
Injected 2cc. 


Today dis- 


quinine solution, causing severe 
local pain. Cleared up in % min- 
ute, 


12/31/32: 
1/17/33: 
4/21/34: 


Note: 


Case 11: 


4/12/32: 


7/9/32: 
10/27/32: 


11/1/32: 


11/3/32: 
11/29/32: 


3/29/34: 


Case 12: 


8/12/33: 


4/5/34: 


Case 13: 


4/15/34: 


4/19/34: 
4/28/34: 


Case 14: 


4/17/34: 


4/19/34: 
5/5/34: 


Note: 





No further pain. Moderate swell- 
ing. 

Moderate amount of fluid present. 
No re-injection, however. 

1 year after above. No evidence 
of hydrocele. 

Again worthy of note that appar- 
ent recurrence of fluid 4 weeks 
after injection is merely reactionary 
and will usually completely disap- 
pear without further injection. 

M. W. #153030. Jewish Hospital. 
O. P. D. Age 58. 

Patient is acromegalic and diabetic. 
Hydrocele the size of an egg. 
Tapped without injection today. 
Recurrence after above tapping. 
Tapped; oz. iv removed. Injected 
2cc. of quinine solution. No im- 
mediate reaction. 

Had moderate pain in testis for 1 
day. Was not incapacitated. Mod- 
erate swelling present today. Does 
not transilluminate. 
Swelling larger. 
Apparent recurrence. 
tapped, however. 
One year and 4 months after in- 
jection. Family physician (Dr. R. 
Rosenfeld) reports that swelling 
gradually subsided after above 
treatment and has not recurred. 

L. K. Age 67. G. U. Ward case, 
Kings County Hospital, #18480. 
(Courtesy Dr, Senger, attending.) 
Bilateral hydrocele. Tapped both 
sides, obtaining 50cc. and 40cc. re- 
spectively. Injected lcc. quinine 
solution into each side. No pain— 
no reaction. 


Was not re- 


8 months after injection. Seen at 
O. P. D. Both sides normal. No 
recurrence. 


N. G. Age 37. #23545. O. P. D. 
Jewish Hospital. 

Hydrocele size of a lemon. Testis 
anterior. Tapped and removed oz. 
viii. Moderate pain. 

Moderate swelling. No pain. 
Only slight swelling without transil- 
lumination. 

B. F. Age 20. O. P. D. Jewish 
Hospital. 

Hydrocele size of a plum. Second- 
ary to old epididymitis. Tapped; 
oz. iv removed. Thickened epidid- 
ymis palpable. 

Injected 1%cc. of quinine sol. 
(quinothane), causing suprapubic 
pain and pain along cord for % 
minute. 

Considerable swelling present. 

Has increase of swelling and ap- 
parent recurrence of hydrocele. 
Results usually unsatisfactory 
where hydrocele is secondary to 
epididymitis. 


WI 






Case 15: 
3/29/34: 


4/5/34: 


4/26/34: 


Case 16: 
3/15/34: 


4/5/34: 
5/10/34: 


Case 17: 


9/29/32: 


S. T. Age 58. #127618. J. H. 
O. P. D. 
Hydrocele tapped. Oz. viii re- 
moved. Injected 2cc. of quino- 
thane. Considerable pain in testis 
for several minutes. 

Complains of constant dull pain in 
testis; swelling of considerable size 
present. No apparent epididymitis. 
Thick scrotal wall. Tenderness on 
palpation. No re-injection advis- 
able. 

OPERATION-findings: 


ILLUSTRATION OF APPARATUS REQUIRED: 


A large inflammatory orchitic 
mass in a markedly thickened tu- 
nica which was filled with thick pus 
and necrotic slough. The cord was 
moderately thickened. No struc- 
ture of the epididymis could be pal- 
pated. Testis normal. 

The above was possibly caused by 
improper asepsis during injection. 
Presence of constant dull pain con- 
traindicated further injection. 

J. N. Age 15. #165258. Jewish 
Hospital. O. P. D. 

Hydrocele size of a plum. Tapped 
and injected 2cc. quinothane. Mod- 
erate pain referred along cord, sub- 
sided instantly. 

Slight swelling. No further pain 
or apparent reaction. 

Slight swelling still present. Is ap- 
parently reactionary and should dis- 
appear completely. Will return for 
observation. 

J. K. Age 50. #85663. Jewish 
Hospital. O. P. D. 

Hydrocele size of an orange, 1 week 
(?) duration. No history of in- 
jury, etc. Tapped and removed oz. 
vi of cloudy fluid. Palpated in- 
durated epididymis, non - sensitive. 
Injected 2cc. quinothane. 


10/4/32: No pain or apparent reaction after 


10/11/32: 


Case 18: 
12/3/32: 


12/6/32: 
12/30/32: S 


l /5/33 : 


Note: 


Case 19: 


11/1/32: 


11/3/32: 


11/10/32: 


11/29/32: 


Note: 


Case 20: 


12/11/31: 


Moderate fluid present to- 
No 


above. 
day. 
Retapped and removed oz. ii. 
further injection. 

Patient did not return. Result here 
questionable. May have a com- 
plete recurrence because of associ- 
ated epididymitis. 

D. T. Age 51. #147414. Jewish 
Hospital. O. P. D. 
Duration 2 months. 


Size of tan- 
gerine. Tapped; oz. iv, 


clear. 


2cc. quinothane injected. Com- 
plained of meerate pain in testis 
and along g* ‘yn. 
Modera‘. - welling. 
ada present. Size of a chest- 
Tue. 

Swelling as above noted. 

Result fair. Patient did not re- 
turn. Small amount of fluid pres- 
ent; will probably entirely disap- 
pear. 

J. M. Age 62. #145729. Jewish 
Hospital. O. P. D. 
14 months duration. 
iii removed—straw colored. 
quinothane injected. 
Moderate pain and subcutaneous ec- 
chymosis present. 

Recurrence—size of plum. Some 
ecchymosis persists. Tender lower 
pole of epididymis. 
Size of a tangerine. 
ation. 

Illustrating failure where bleeding 
is produced or trauma to: epi- 
didymis. 

J. R. Age 43. 
County O P. D. 
Hydrocele size of a large orange. 
Tapped. Removed oz. xiii. 


Tapped; oz. 
2cc. 


Advised oper- 
#93973. 


Kings 
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Ca 


Cas 


Sun 


MEI 


Case 21: 


Case 22: 


Case 23: 


Case 24: 


Injected 2cc. quinine solution. _ 
Did not return for follow up until 
1934. 

4/5/34: Gradual recurrence. Now size of a 

lemon. 

Cause of failure: Did not com- 

pletely empty sac or insufficient 

fluid injected. 

H. B. Age 38. #96811. Kings 

County Hospital O. P. D. 

1/14/32: Hydrocele; oz. iii tapped and in- 
jected 2cc. quinothane. 

8/28/32: Recurrence of hydrocele. 

Note: Failure again due to incomplete re- 

moval of fluid. 

R. S. Age 23. #68191. Kings 

County Hospital O. P. D. 

11/24/30: Has a subsiding GC epididymitis 
and associated hydrocele. Tapped 
and removed 55cc. fluid. Injected 
lcc. quinine solution. 

1/15/31: Recurrence of hydrocele. Re- 
tapped and removed 30cc. Re-in- 
jected Icc. quinine solution. No 
pain or reaction after either injec- 
tion. 

1/26/31: Small amount of fluid still present. 
Epididymis still indurated. 

Note: Illustrating questionable _ results 

with an associated epididymitis 

present. 

I. M. Age 21. #160722. Jewish 

Hospital O. P. D. 

4/24/34: Tapped hydrocele size. of an or- 
ange and injected lcc. quinothane. 


Had slight suprapubic pain and 
epigastric distress immediately after 
injection lasting 1 minute. 
4/20/34: Moderate swelling present. No 
ain. 
6/5/34: Gare slight swelling present. 
8/8/34: No evidence of fluid. 


M.D. Age 28. #B15659. Kings 
County Hospital Ward. 
6/2/34: Increasing swelling noted in scrotum 
for 3 years. No history of trauma. 
Aspirated 6 months ago and rapid- 
ly recurred. 
Removed about 1000cc. of fluid and 
injected 6cc. of quinine hydro- 
chloride and urethane. 
6/10/34: Rapid recurrence of fluid. Surgery 
considered. 
6/12/34: Retapped remaining 180cc. No fur- 
ther injection. 
7/7/34: Over 1 month after injection. No 
recurrence. No transillumination. 
Scrota same size. 


18 other cases injected but unable to report 
accurate results because of incomplete follow- 


up. 


Summary of Results: 


41 cases injected. 
24 cases completely followed. 
14 cases gave perfect results. No recurrence 
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(after observation for 2 months to 3 years). 

4 cases partial recurrence. 

6 cases failures. 

The apparent explanation of the failures be- 
ing as follows: 

1. The sac must be completely emptied, 

2. Dosage of fluid injected must be in- 
creased with the larger sacs. 

3. Failure may be anticipated in the presence 
of certain contra-indications to injections, viz: 

a. An associated congenital hernia. The in- 
jected fluid would produce no ill effects but 
obviously would not eliminate the sac where 
there is direct connection to abdominal cavity. 

b. Injury to epididymis or testis during tap- 
ping, or production of a hematoma due to 
bleeding of a large scrotal vessel, should delay 
the injection, for fear of inciting a marked in- 
fection (trauma plus irritant). 

c. The pre-existence of an infectious epi- 
didymitis, a traumatic epididymitis, hematocele, 
neoplasm, etc. 

d. Old hydroceles with thick walls appear to 
react poorly to this treatment. 

Multilocular Hydrocele: Two or more sacs 
may be injected at the same sitting without 
harmful effects. 

Congenital Hydrocele: These will frequent- 
ly subside by simple tapping, but, where unsuc- 
cessful, the injection treatment should give ex- 
cellent results. 


Pain: 


Several patients complained of pain at the 
time of injection, which was usually dull and 
of short duration (% to 3 minutes). The pain 
was localized to the scrotum or testis, or radi- 
ated to the inner thigh and groin, or up toward 
the kidneys. One patient complained of epi- 
gastric distress. 

In some cases there was discomfort for 1-2 
days. 

In no cases was the pain an annoying factor. 

In no case was the patient incapacitated and 
unable to continue his daily routine. 


Reaction: 


Injection outside of the tunica produces no 
sloughing, as is common with phenol. 

The usual reaction produces a swelling of 3-6 
days’ duration with little or no pain. This is 
a reactionary fluid and not a recurrence of the 
hydrocele, 

The swelling gradually subsides, as a rule. 

Where the scrotum is unusually tense, con- 
valescence may be aided by simple tapping. 


Re-injection: 


If the reactionary fluid above described be 
tapped within one week, it is found to be milky 
and the sac may be re-injected. However, I 
believe that, if left alone, this fluid would ab- 
sorb and cause a complete obliteration of the 
sac. 

If after 1-2 months, fluid has reappeared in 
large quantity, a re-injection is advisable. 


A pplication: 


This method may be safely applied also to 
spermatocele, cysts of the epididymis, hydro- 
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cele of the cord and other similar closed sacs. 
Technique employed: 

1. Patient lies prone. 

2. No anesthesia required. 

3. Use similar technique as in tapping a 
hydrocele, aspirating the fluid with a needle of 
medium gauge or trochar to which an adapter 
is fitted for injection purposes. 

4. Empty the sac completely! If uncertain, 
irrigate the sac until the return flow is color- 
less. Success depends upon the thoroughness of 
agglutination of the membranous surfaces and 
the complete obliteration of the sac. 

5. Palpate the testis and epididymis. Injec- 
tion is contraindicated in the presence of patho- 
logical findings, such as hydrocele associated 
with traumatic or pyogenic epididymitis, neo- 
plasm or TB. 

6. Inject slowly 1-5 cc. of the quinine hydro- 
chloride with urethane, using larger dose with 
larger sac. The average case took 2cc. 

7. Withdraw needle and gently massage. 

8. Cover wound with collodion. 

9. No suspensory or support necessary un- 
less patient is actively engaged in work. 

10. Patiént may proceed with usual duties 
unless these are unusually vigorous. 

11. Patient returns in 1 week for observa- 
tion. 

12. Do not retap an apparent recurrence at 
this time. This is a reactionary fluid and need 
not be disturbed, unless the scrotum is tense. 

13. If swelling has not markedly decreased 
in 1-2 months the procedure should be re- 
peated. 


CONCLUSIONS: 


Although the number of cases reported are 
not ample for final conclusions it would appear 
that this is a rational method for a successful 
ambulatory cure of most cases of hydrocele. 

Operation for hydrocele should eventually 
be almost entirely supplanted by this procedure 
because of 

1. Its simplicity. 

2. The absence of pain, harmful effects or 
invalidism. 

3. The apparently permanent cure. 

4. The avoidance of hospitalization and its 
concomitant economic loss. 

5. The elimination of surgery and its associ- 
ated dangers. 

The author wishes to express his apprecia- 
tion to the staffs of the Jewish Hospital of 
Brooklyn, and of the Kings County Hospital, 
and also to Dr. William Linder, for their help- 
ful suggestions and kindly cooperation. 
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Analytical Report of 21 Cases of Lobar Pneumonia 
Treated by a Special Method 


(Concluded from page 5) 


speak of the low mortality rate. This mortality 
rate of 4.7 per cent. (or 9 per cent., if the doubt- 
ful case is included) can not be accepted as con- 
clusively favoring the plan of treatment used, be- 
cause of the small number of the cases. It is 
doubtful if nature, even if supported by the best 
human art at present available, is sufficiently ad- 
vanced in her pneumonia therapeutics to enable her 
to show regularly such a low mortality rate. This 
low rate must be looked on as largely accidental. 
But a certain amount of favorably suggestive sig- 
nificance inheres when this report is taken in con- 
nection with reports previously published by the 
writer of series of cases similarly treated. Another 
noteworthy feature of this series is the large pro- 
portion of the cases showing delayed resolution. 
1218 Pacific Street. 





Intensive Liver Extract Therapy of. Sprue 


C. P. Ruoaps and D. K. Miter, New York (J. A. M. A., 
Aug. 11, 1934), report four cases of sprue that failed to 
respond to some form of specific treatment but did finally 
improve under intensive parenteral therapy They were the 
only ones in a series of twelve cases of sprue similarly 
studied and treated in which a clear-cut comparison be- 
tween different methods of treatment could be drawn. In 
all four refractory cases a steady, progressive increase in 
the severity of the disease had taken place in spite of 
supposedly adequate therapy employing agents that were 
known to be specifically effective. When moribund, all were 
finally treated with massive doses of liver extract, paren- 
terally administered, and in all a prompt, dramatic and com- 
plete remission was effected. All have been maintained in 
good health by means of injections of liver extract at inter- 
vals not exceeding one month. The amount of treatment 
required to maintain a person with a high threshold re- 
quirement in good health, once a full remission has oc- 
curred, varies widely in different persons. The effective- 
ness of liver extract in the treatment of sprue, coupled 
with other known facts, clarifies the etiologic mechanism 
of the disease. The efficacy of intensive treatment of cases 
refractory to less adequate measures is further evidence of 
the specificity of the effect of liver extract. The require- 
ment of certain persons for large amounts of effective 
material administered parenterally is evidence of a thres- 
hold requirement that must be exceeded before a physio- 
logic response can occur. The emphasis that has been 
placed on the purely hematologic responses of pernicious 
anemia to liver has obscured the fact that corresponding 
improvement of the lingual and gastro-intestinal symptoms 
occurs. The idea of treatment by diet of a gastro-intes- 
tinal disorder, such as sprue, is so thoroughly ingrained 
in the medical consciousness that it is difficult for it to 
abandon the conception of some beneficial quality of the 
diet, simply as a regimen. The occasional effectiveness of 
diet in the treatment of sprue is largely based on its 
ability to supply the water-soluble vitamin. By the use of 
parenteral liver extract the obstacles of dietary defect, 
gastric dysfunction and intestinal malabsorption are at 
once effectively surmounted. 
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Nutrition 





Vitamin D. Milk 
® James A. Tobey, M.S., Dr. P.H., New York, N. Y. 


ESPITE its recent prominence in the dairy 
D industry, vitamin D milk is not a new or an 

unfledged product. The first vitamin D 
milk was, in fact, made available some seven years 
ago when irradiation was successfully applied to a 
nationally distributed dried milk. The second vita- 
min D milk, a certified milk produced by scientific 
feeding of irradiated yeast to cattle, appeared on the 
market in three large metropolitan areas in the sum- 
mer of 1931. Irradiated pasteurized fluid milk was 
first distributed late in 1932, and about the same 
time market milk fortified or modified with a con- 
centrate of cod-liver oil was produced commercially. 

At the beginning of 1933, vitamin D milk in some 
form was available in about 100 cities in this coun- 
try.’ Today, vitamin D milk is probably distributed 
in approximately 500 of our cities, more than 400 
milk dealers having been licensed to use one of the 
several patented processes for enriching milk in 
vitamin D. It is estimated that more than half a 
million quarts of vitamin D milk are now consumed 
daily in the United States, with all indications point- 
ing to the likelihood that the quantity will be sub- 
stantially increased in the near future. 

In New York State, irradiated pasteurized vita- 
min D milk is sold in Buffalo, Niagara Falls, 
Rochester, Syracuse, Utica, and in Westchester 
County, while certified or pasteurized vitamin D 
milks produced by the feeding of irradiated yeast are 
distributed in Arden, Binghamton, Glens Falls, New 
York City, Westchester County, and Peekskill. Li- 
censes have been granted for the use of a vitamin D 
concentrate of cod-liver oil in milk to dealers in 
Binghamton, Buffalo, Corning, DeWitt, New York 
City, Niagara Falls, Schenectady, Scotia, Syracuse, 
Utica, and Westchester County, although this form 
of vitamin D milk is not yet being marketed in all 
of these communities. 


Because of the widespread use of vitamin D milk 
and the interest of physicians, consumers, and 
dairymen in this product, health officers, milk in- 
spectors, and food and drug officials are particularly 
desirous of knowing whether there are public 
health as well as commercial reasons justifying 
the enrichment of vitamin D in milk, whether 
the antirachitic potency of the vitamin D milks now 
available has been sufficiently demonstrated by au- 
thoritative laboratory and clinical research, ‘and 
whether practical methods of control can be put in- 


Read before the New York State Association of Dairy and Milk 
Inspectors, Syracuse, October 3, 1934. 
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to effective operation, so that the consumer will be 
assured of a product that really offers to himself 
and to his family the advantages of a potent and 
constant source of this indispensable vitamin. 

Ever since vitamin D was discovered about a 
dozen years ago, scientists have recognized the need 
for more prolific sources of this essential food fac- 
tor than have been provided by nature. Aside from 
the action of direct sunlight upon the human skin, 
an action which converts the cholesterol of the skin 
into vitamin D, the only reliable dietary source of 
vitamin D has been cod-liver oil and other fish oils. 
Milk and butter normally contain only small amounts 
of vitamin D, and the only other appreciable supply 
of this vitamin is in egg yolk. 

Modern civilization has robbed us of sunlight as 
a generally effective antirachitic, especially in our 
urban communities. Smoke, dust, fog, tall buildings, 
clothing, and other agents which intercept the ultra- 
violet rays of the solar spectrum have made it im- 
possible for most city dwellers to enjoy the benefits 
of these rays. The use of cod-liver oil and other fish 
oils, while satisfactory from the nutritional stand- 
point, presents certain difficulties, such as the cost, 
the lack of universal availability of this commodity, 
and the fact that the cooperation and responsibility 
of the parent must be relied upon in the attempt to 
induce children to take these rather unpalatable prod- 
ucts. 

When the growing body of the infant or young 
child is deprived of vitamin D, the serious bone dis- 
ease known as rickets frequently results. Not only is 
this disease a hazard in itself, but it may predispose 
the body to even more serious maladies in later life, 
such as tuberculosis, and it may also result in de- 
formed pelves in women, may contribute to carious 
teeth, and otherwise cause physical troubles which 
are detrimental to health. 

Recognizing the importance of controlling rickets, 
public health workers and physicians have endeav- 
ored for years to educate the public to employ well- 
recognized antirachitics such as cod-liver oil, or ex- 
posure to direct sunlight. Despite these constant and 
ardent efforts, rickets continues to afflict a large 
proportion of the infants in the North Temperate 
Zone. A recent investigation has shown, in fact, 
that from 50 to 60 per cent of the infants enrolled 
in health stations in New York City display clinical 
evidence of rickets during the winter months, and 
that in 10 per cent of the white and 20 per cent of 
the colored babies, the disease is severe.” Many 
other investigations have revealed a similar high 
incidence of rickets in other parts of the country. 

Because of its universality as the basic food of in- 
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fants and children, pure milk is a logical medium to 
provide vitamin D in amounts adequate to protect 
the average child against rickets and the other dis- 
orders which are due to a deficiency of this vitamin. 
Milk is, furthermore, the best dietary source of cal- 
cium and phosphorus, the minerals which are as 
necessary for the prevention of rickets as is the 
antirachitic vitamin. For these reasons and others, 
vitamin D milk offers the most efficacious commu- 
nity measure for the control of one of the few re- 
maining hazards to infant health. 

Granted that rickets is still widely prevalent and 
that there is need for an inexpensive, ubiquitous 
source of vitamin D, the next question is whether 
vitamin D milk as now produced is indeed a reliable 
antirachitic and one that will afford automatic pro- 
tection when used in the customary amounts. This 
question can be answered satisfactorily by a brief 
review of the extensive clinical evidence. 

Following the announcement made independently 
and almost simultaneously in 1924 by Dr. Alfred 
F. Hess and Professor Harry Steenbock that anti- 
rachitic powers could be imparted to certain foods 
by subjecting them to irradiation with ultraviolet 
light, numerous clinical tests have been carried out 
on vitamin D milks, several of the most noteworthy 
having been conducted by the late Dr. A. F. Hess 
himself and his colleagues. 

Since 1925 a total of 324 infants have been fed 
on irradiated vitamin D milk in controlled clinical 
studies, the results of which have been made public 
or published in medical literature. Of this consid- 
erable number of infants, many of whom were col- 
ored, all but three were reported as completely pro- 
tected against rickets when given adequate daily 
amounts of irradiated vitamin D milk of the proper 
potency. Of the three cases not protected, one was 
a premature baby, and in one instance the healing 
was marked as questionable after a period of four 
weeks. 

Similar results have been reported for vitamin 
D milk produced by feeding irradiated yeast to 
cattle. Of 141 babies involved in half a dozen dif- 
ferent clinical tests, all were protected when milk of 
standard vitamin D potency was employed. As a 
consequence of these various clinical studies and 
some 30 or 40 additional laboratory investigations, 
the customary standards of potency for vitamin D 
have been set at 135 USPX units, or 50 Steenbock 
units, for irradiated vitamin D milk, and at 432 
USPX units, or 160 Steenbock units, for milk pro- 
duced from cattle fed on irradiated yeast, although 
there is evidence to indicate that a lower number of 
units are satisfactory in the case of the latter prod- 
uct. 

Clinical studies on vitamin D milk prepared by the 
addition of a vitamin D concentrate of cod-liver oil 
have been neither as extensive nor as conclusive as 
have the studies on the irradiated milk and the milk 
from cows ted on irradiated yeast. In 1933 Barnes’ 
reported that 15 rachitic children, ranging in age 
from 4 months to 20 months at the beginning of the 
study, had been cured of rickets by feeding milk 
modified with a concentrate of cod-liver oil possess- 
ing 150 Steenbock units of vitamin D to the quart; 
and in 1934 this author reported‘ that 38 infants had 
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been protected on a fortified milk containing only 
50 Steenbock units. Nineteen of these infants were 
between 6 months and one year of age, and only 11 
were under 4 months old. 

In order to obtain clinical results worthy of 
scientific recognition, investigations on vitamin D 
milk must, according to the consensus of scientific 
opinion as summarized by Eliot and Powers’, include 
not less than 50 infants, at least half of whom must 
be dark-skinned babies, such as Negroes or Italians, 
who are especially susceptible to rickets. All of the 
babies should be from 6 to 8 weeks of age when the 
study begins, and it must be conducted from Octo- 
ber to May, when rickets is most severe. It is ob- 
vious that some of the investigations on fortified 
vitamin D milk have not complied with these speci- 
fications, and they have been criticized for this 
reason. 

In a study of 33 infants carried out by Wilson* in 
accordance with the standards laid down by Eliot 
and Powers, this pediatrician found that moderate 
rickets developed in two of the babies, and slight 
rickets was manifest in 17 others, who were given a 
milk fortified with 150 Steenbock units of vitamin 
D in the form of a vitamin D concentrate of cod- 
liver oil. This physician points out that the amount 
of vitamin D needed to prevent rickets probably de- 
pends upon the rate of growth and that his inves- 
tigation demonstrates that the addition of 150 Steen- 
bock units of concentrate to milk is insufficient to 
protect against rickets in all cases. 

The need for further research on some of the 
vitamin D milks is emphasized in the report of the 
Committee on Milk and Dairy Products which was 
presented before the meeting of the American Public 
Health Association in Pasadena, California, in Sep- 
tember of this year. It can be safely and categori- 
cally asserted, however, that there has been ample 
experience to date to prove that irradiation of milk 
under properly controlled conditions and the feeding 
of irradiated yeast to cattle under properly con- 
trolled conditions produce vitamin D milks that offer 
to the general public reliable and beneficial food 
sources of the antirachitic substance, which will 
protect the average infant against rickets and also 
confer other nutritional advantages. 


There has been some discussion as to whether 
vitamin D milk is a food or a medicine. While 
some antirachitics, such as irradiated ergosterol, or 
viosterol, are drugs and should be employed only 
under the direction of a competent physician, others, 
such as cod-liver oil, are certainly foods. No health 
department has ever had the temerity to require that 
cod-liver oil be sold only on a physician’s prescrip- 
tion, although one health department has imposed 
such a narrow and erroneous restriction on vitamin 
D milk. This action is as illogical as would be the 
requirement that no one should go out in the sunlight 
without a prescription. The advice of a physician 
in all matters relating to health is, of course, highly 
desirable, but oftentimes it cannot be obtained. 

According to reliable estimates, at least 38 per 
cent of the population does not receive medical care, 


MEDICAL TIMES ®@ JANUARY, 1935 








wm _3 ft fF th -; 





11 
of 


ific 
ide 
ust 
ns, 


int 
le- 


ler 
ile 


ily 
rs, 
th 
iat 
ip- 
ed 
in 
he 
‘ht 


an 
ily 


er 
re, 


135 














and it is probable that an even greater percentage 
does not consult a physician on the subject of infant 
feeding and the use of antirachitics, but relies in- 
stead upon the numerous pamphlets and books on 
this subject issued by the federal and state govern- 
ments, or written for the general reader by physi- 
cians themselves. To deny these consumers the 
privilege of using vitamin D milk of proven potency, 
except on prescription, is not only unfair and un- 
just, but it is a procedure that hinders the public 
health movement for the eradication of rickets. 


How may physicians, health officials, milk inspec- 
tors, and other officials concerned with milk be as- 
sured that vitamin D milks are and shall be actually 
constant and reliable sources of vitamin D of the 
correct potency for the particular type of milk? 
There are several methods. One is to require that 
samples of these milks be collectd at least once a 
month by representatives of the health department 
and submitted to a laboratory designated or ap- 
proved by the health department, there to be bio- 
assayed for vitamin D potency, and the reports to 
be sent immediately upon their completion to the 
health department. This procedure is analogous to 
the bacteria test for pasteurized milk. 

The second method is by the issuance of permits 
or licenses for the sale or distribution of vitamin D 
milk which is processed or produced under care- 
fully prepared regulations specifying methods in 
some detail, requiring satisfactory recording devices 
such as ultraviolet-ray meters in the case of irradia- 
tion, and authorizing the inspection, testing, and 
checking of these devices at any time by representa- 
tives of the health department. A model ordinance 
or set of regulations for the production, processing, 
labeling, and sale of irradiated milk and other allow- 
able vitamin D milks can be prepared, and should be 
drafted at once by a responsible agency, such as the 
American Public Health Association or the Inter- 
national Association of Dairy and Milk Inspectors. 

In many states there is now legislation which pro- 
hibits the addition of extraneous substances to milk. 
Irradiation obviously does not do this, since the 
process merely converts into vitamin D the choles- 
terol, or provitamin, which is present in the fat and 
to a lesser extent in the protein of the milk. Vitamin 
D milk produced by the yeast-feeding method is, of 
course, a natural milk which complies in every way 
with all legal definitions of milk. 


Although there are still problems to be solved 
with respect to the technical control of vitamin D 
milks, the progress to date in the development of 
this improved type of milk has been one of the most 
noteworthy achievements in the field of dairy 
science. Vitamin D milk is not a passing fad, but is 
a permanent contribution to the public health." Be- 
cause of its future possibilities as a stable product 
of constant efficacy, I believe that eventually the 
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advantages of vitamin D milk will be as widely and 
as favorably recognized as are the advantages of 
pasteurized milk. 
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The Treatment of Obesity by a Milk and Banana Diet 


During the course of studies on the comparative value 
of various carbohydrate foods, particularly cooked and 
uncooked fruits and vegetables, in the diet of patients 
with diabetes, it was observed by George A. Harrop 
(Journal of the American Medical Association, June 6, 
1934, cii, 2003) that a diet of bananas and milk furn- 
ished a simple and effective method for weight reduc- 
tion. The regimen has since been used by a consider- 
able number of individuals suffering from simple 
obesity. A combination of milk and bananas is simple 
and palatable. The portions to be taken are readily 
measured; no preparation is necessary and they are 
universally available. Such a diet for reducing weight 
is very inexpensive when compared with the foods 
commonly used in reducing regimens, particularly the 
meats and salads. As a useful and practical foundation 
for a reducing diet, (1) the combination may be utilized 
for one or two meals, with moderate restriction of the 
third, or (2) it may be taken as the entire diet for from 
ten to fourteen days, then exchanged for a more varied 
regimen for a similar period in which the weight loss is 
maintained but not increased. The strict diet consists 
of six large bananas and 1,000 c.c. of skimmed milk, 
to be taken in three or more meals, spaced according 
to the personal food habits of the individual. Only 
fully ripened bananas, i.e. fruit with yellow skin flecked 
with brown, should be used. It is easy to have such 
bananas available each day by purchasing in advance, 
when necessary, green-tipped or firm yellow fruit and 
allowing it to ripen fully at room temperature. The 
skimmed milk is obtained by pouring off the top fourth 
of a quart bottle, which contains the cream, and using 
the remainder. Buttermilk made from skimmed milk 
may be used in place of the plain skimmed milk if de- 
sired. A salad of one-fourth of a medium-sized head of 
lettuce, or of an equal quantity of cabbage, with a small 
amount of mayonnaise dressing made with liquid par- 
affin, is a useful and valuable addition at one meal dur- 
ing the period of strict diet. At the end of from ten 
to fourteen days on the strict diet, alternations may be 
made as follows: (1) Substitution of one or two eggs, 
boiled, steamed or poached, salted, with one- fourth 
square of butter for one or two bananas, as the case 
may be. If the first period of strict diet is too rigorous, 
one egg, with one-fourth square of butter, may replace 
one banana from the outset. This entails larger salt 
intake, but makes the regimen better tolerated for some 
persons. (2) Use of from one to four average servings 
of green vegetables, containing 5 per cent carbohydrate 
or less. One square of butter melted may be poured 
over these vegetables at the table, but no butter or fat 
of any sort should be used in the cooking. The regimen 
as outlined is to be followed alternately: from ten to 
fourteen days of the strict banana and skimmed milk 
diet is followed by two weeks of the less restricted 
diet, as just given. During the less restricted period, 
care is taken to avoid regaining weight, but no further 
loss is desirable. At the end of the ‘lass restricted pe- 


riod of two weeks the strict diet is again resumed for 
two weeks, and so on until the desired loss is reached. 
—The Practitioner. 
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What of the Voluntary Hospital’s Future? 


Secretary of Agriculture Wallace draws an inter- 
esting picture of American materialism. As a 
result of several generations of hard work and 
frugal saving, the descendants of the Pilgrim 
Fathers found themselves in the possession of 
capital surplus which they threw into the rapid 
exploitation of huge natural resources and in- 
genious inventions. As a result, a few thousand 
families suddenly found themselves in positions of 
unusual wealth, power and influence. The indi- 
vidualistic background of these industrial leaders 
“was excellent training for competitive expansion, 
fer the accumulation of huge stores of capital, and 
for the donating of huge sums of money to edu- 
cational institutions, missionary enterprises and 
hospitals.” 

These hospitals have been, as we all know, among 


the most beneficent and efficient expressions of our 
splendid but sadly distorted age. 

Now many great fortunes, in those families 
philanthropically disposed, have shrunk (or are 
facing heavier taxation), and other capital is on 
strike, pending monetary stabilization and other 
things. Meanwhile the voluntary hospitals languish 
and, along with medicine itself, are threatened by 
a new social set-up. 

It will be hard for those of us who were trained 
under the old régime to adjust ourselves to ap- 
proaching conditions. 

The most disquieting aspect of the matter is the 
lack of social vision revealed by our wealthy Bour- 
bons. They are not likely to come to their senses 
in the course of the few remaining months of grace 
allotted to them by fate. 
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RECEPTION AT THE MEDICAL DEPARTMENT OF THE UNIVERSITY OF NEW YORK LAST MONDAY EVENING 
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The Daily Graphic, Sept. 15, 1875 
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A Review of Some Recent German Contributions to 


the Study of Uterine Carcinoma and Sarcoma 





HE FACTS concerning cancer of the uterus are fairly 
T well understood and accepted by the majority of 
writers. The debatable points concern principally the 
method of treatment. Doderlein and Baatz (18) point 
out, however, that careful classification is necessary if a 
comparison is to be made of the results of surgery, of 
irradiation, or of a combination of these methods. 


In the papers forming the basis of this review there is 
only one, that by Waldeyer (17), which deals with sur- 
gery exclusively. This contribution is concerned with a 
discussion of supravaginal hysterectomy because of the 
danger of subsequent carcinoma of the cervix. He reports 
fourteen cases of carcinoma of the cervical stump follow- 
ing that operation; six occurred within three years; one 
between three and five years, and seven after five years. 
The author is an advocate of total hysterectomy, where 
surgery is indicated, to prevent such an occurrence. On 
the other hand, Herold (2) is of the opinion that as 
supravaginal hysterectomy has an operative mortality of 
only 1.9 per cent while that from total hysterectomy is 3.6 
per cent (Halberseitz’s statistics based on 4,480 cases), 
the former operation should not be given up. Further- 
more, in 12,273 cases of supravaginal hysterectomy only 
0.65 per cent (80 cases) were followed by cancer of the 
stump. He believes that many of these “stump” cases 
were instances of carcinoma of the cervix overlooked at 
the time of the hysterectomy. 


The papers of Lorenz (4), Jkeda and Jkeda (6), Haupt 
(7), Gal (10), Martius and Witte (11), Martius (13), 
Korchow (14), Kleine (15), Albrecht (16) and Mayer 
(21), deal with irradiation. 

Lorenz (4) discusses the value of the Coutard method 
of irradiation. He reaches no certain conclusion; but 
seems inclined to favor it. The method of Coutard is 
the employment of protracted fractional intensive R6ntgen 
irradiation. 

The contribution of Jkeda and Jkeda (6) is based on 
1265 cases of cervical cancer seen between 1914 and 1927. 
Many of these cases were examined in consultation for 
the purpose of confirming a previous diagnosis and many 
others were terminal cases. However, 620 of these pa- 
tients were treated with radium with 41.13 per cent (256 
cases) five year cures. In the series there were twenty- 
one cases of carcinoma of the fundus, seven cases of 
carcinoma of the vagina and three cases of carcinoma of 
the vulva. Haupt (7) is of the opinion that adenocar- 
cinoma of the cervic responds to radium irradiation fully 
as well as epithelioma. He reports twenty-nine cases of 
his own with seven five years cures (24.2 per cent) and 
quotes thirty-two cases reported by Wintz with 47 per 
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cent five year cures and 124 gathered from the literature 
with 29 per cent cures. 

Martius and Witte (11) give their patients four radium 
treatments followed by eight R6éntgen exposures in the 
course of eight weeks. 

Mayer (21) is an advocate of preoperative irradiation. 
He says that the difficulty of operation following such a 
treatment is only slightly increased and that the irradia- 
tion. did not produce injuries to the neighboring organs. 

Kleine (15) divides epithelioma of the cervix into 
“ripe” and “unripe” forms. The “unripe” epitheliomata 
are more radiosensitive than the “ripe” torms. His 
paper is based on the study of 155 cases. Albrecht (16) 
is in favor of irradiation in cases of “rectouterine en- 
dometriosis” and without making a definite statement of 
his opinion discusses the question of their malignancy. 

Korchow’s (14) contribution urges the necessity of 
cystoscopy in all cases of cancer of the uterus treated 
with irradiation to prevent necrosis of the bladder wall 
and the ureters. Necrosis most frequently involves the 
posterior bladder wall and every case must be studied as a 
concrete problem on account of the variation in the an- 
atomical relations of the bladder and the uterus. 

Gal (10) reports a case of chorionepithelioma of the 
vagina treated in September, 1930, with an “excellent” 
result at the time of the publication of the case (1933). 


Schilling (1) reports:150 cases of carcinoma of the cer- 
vix treated at the Leipzig Clinic between 1923 and 1926. 
Every case has been followed and eighty-seven are alive 
after five years (58 per cent). All were treated with the 
Schauta-Stockel method and postoperative Réntgen irradi- 
ation. There was an operative mortality of four per cent. 
Radium was employed before operation in five of the 
cases and after the operation in two because of recurrence 
in the vagina. 

Martius (13) is an advocate of postoperative irradia- 
tion whether the operation was a total hysterectomy 
(Wertheim method) or a vaginal hysterectomy by the 
Schauta-Stockel method. His paper deals with the re- 
sults in 250 cases seen between 1926 and 1929. He reports 
twenty-five per cent cures. His results were a little bet- 
ter in cases treated with surgery and irradiation than in 
those treated with irradiation alone. He does not advo- 
cate a typical extensive Wertheim operation; merely an 
hysterectomy. 

Von Mikulicz-Radecki (19) contributes a study based 
on 5455 cases from many clinics: Berlin, Vienna, Bonn, 
Breslau and Leipzig among others. In this series there 
were 1339 absolute cures or 24.5 per cent. About one- 
third of these cases were treated with surgery and two- 
thirds with irradiation only. He concludes that operative 
measures should be limited to the unfavorable (late) cases 
and all others should be treated with irradiation. 
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The crux of the whole matter in the treatment of 
uterine cancer is early diagnosis. Biopsy is an essential 
element in the early diagnosis of the cases. Hinselmann 
(8) has contributed a paper advocating a more thorough 
examination of the cervix and verifying the clinical opin- 
ion with the results of biopsy. Von Franqué (9) urges 
the necessity for early, frequent and thorough examina- 
tions, especially in multiparae. He says that in spite of the 
educational campaign which has been going on for years, 
patients still apply for advice too late. Many patients are 
still inadequately treated and by obsolete methods. He 
particularly points out the dangers of leukoplakia. Lonne 
(2) goes so far as to advocate regular examinations of 
the genital organs after the woman has reached her thir- 
tieth year. He also deplores the fact that too many 
patients are inoperable when first seen. 

Martius (13) urges the use of the cystoscope and says 
that pelvic examinations in women must be made without 
waiting for symptoms. 


Papers on, the histological study of uterine cancer are 
still appearing. We have by no means drained this source 
of information. If the clinician would keep up his patho- 
logic studies we might be able to say that von Franqué’s 
criticism is unjust. It ought not to require much imagi- 
nation to appreciate the transformation of a normal 
epithelial cell into a cancer cell under the constant stimu- 
lus of a chronic irritation, whether the irritation is me- 
chanical, thermal, electrical or bacterial. 

Huwer’s paper (3) deals with the histology of cervical 
cancer after R6ntgen and mesothorium’ irradiation. 
Schiller (12) concludes that epithelioma of the cervix is 
the result of cornification or hornification of the cervical 
epithelium and not of an inflammatory irritation. Kleine’s 
(15) “ripe” forms of epithelioma are characterized by 
the presence of prickle cells and his “unripe forms” by 
the presence of basal cells. 


uterus is not common. In Reichen- 
miller’s Tiibingen Clinic (22) between 1917 and 1932 there 
were twenty-six cases of sarcoma of the uterus to 1076 
cases of uterine myoma (both proved histologically) and 
1068 cases of carcinoma of the uterus (diagnosticated by 
clinical methods or proved histologically). That is, one 
sarcoma to each forty-one myomata and carcinomata. 
Eighteen of these patients were operated; four died on 
the table (22.2 per cent) and five were living without 
recurrence at the end of five years (19.2 per cent of all 
the cases seen and 26.0 per cent of the cases operated). 
Offergeld (5) reports a case of sarcoma of the uterus. 


Sarcoma of the 
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ASSOCIATED PHYSICIANS 
OF LONG ISLAND 


Plans for the Annual Meeting 

in Brooklyn, Jan. 26, 1934 

Clinical Day at Long Island College Hospital 
and Dinner at the Granada Hotel 


The Associated Physicians of Long Island will hold 
their customary winter meeting in Brooklyn, Saturday, 
January 26, 1934, with a clinical day in Long Island 
College Hospital which includes ward rounds, demon- 
strations and operative clinics under the direction of the 
various heads of the departments, and prepared articles 
and lantern slide demonstrations in the amphitheatre in 
the afternoon. The annual meeting will be held in the 
same ampitheatre as soon as the scientific papers are com- 
pleted. The annual dinner will be held in the Granada 
Hotel, followed by an entertaining exhibition of lantern 
slides and motion pictures, in color, to be shown by Dr. 
Frank Oastler of New York. 


The members will gather at Long Island College 
Hospital, on the corner of Pacific and Henry Streets, 
Brooklyn, as early as they wish in the morning, for they 
will be welcome to wander from one clinic to the other 
and take in a variety of educational demonstrations, or, 
if they choose, to present themselves to the head of the 
department which interests them most and spend the 
morning with him in his general rounds and teaching 
clinics. The hospital staff is planning to save interest- 
ing operations and demonstrations for that date, which 
will make it well worth while for any member to devote 
the entire day in attendance. This is an excellent op- 
portunity for members to see the inner functioning of a 
metropolitan hospital and medical school and, in return 
for the postgraduate instruction offered, it will more 
than repay members for the day away from their offices. 
The afternoon program is being planned by Dr. Emil 
Goetsch, Professor of Surgery in the medical school, 
and he promises some “unique papers upon new subjects 
as well as some résumés of medical topics which interest 
the group at large. There will be something for every- 
body in his program. 


The annual meeting will have important business to 
transact and the election of officers for 1935 will be a 
little out of the ordinary, for two of the vice-presidents 
have signified their desire to be relieved of their duties. 
If the members have helpful suggestions to present to 
the nominating committee which will aid them in 
recommending members to fill the vacancies, it is the 
wish of the committee to be informed soon. The names 
of those on the committee are Dr. Jennings, Dr. Storey, 
Dr. Malcolm, and Dr. Jaques. Two more special com- 
mittees will have reports ready for the annual meeting. 
Upon the Auditing Committee are Dr. Truslow, Dr. 
Griffin and Dr. Crane. Upon the Dues Revision Com- 
mittee are Dr. Rushmore and Dr. C. Anderson. 


The annual dinner will be held at the Granada 
Hotel on Ashland Place, just around the corner from 
the Long Island Railroad Station and directly across 
from the Brooklyn Academy of Music. This will be the 
last dinner at which Dr. Thomas B. Wood will preside 
and attendance will be a fitting tribute to him for his 
long service as chairman of the entertainment com- 
mittee and, finally, for his year of progress as president 
of the Association. When Dr. Wood became president, 
he appointed Dr. Charles Anderson as his successor in 
the arduous task of providing entertainment for the 
meetings and dinners of the Association and Dr. Ander- 
son has the gratitude of all the members for his ex- 
cellent results. After dinner, Dr. Frank Oastler of 
Manhattan will exhibit beautiful photographs and 
motion pictures in natural colors, taken by himself in 
his travels, and the members can look forward to an 
evening of high class entertainment generously provided 
by Dr. Oastler. 


MEDICAL TIMES ® JANUARY, 1935 





Contemporary Progress 


Editorial Sponsors 


Ma.rorp W. TuHeEwuis, Wakefield, R. I. ........ Medicine 
CuarLes H. Goopricn, Brooklyn, N. Y. Surgery 
Outver L. StrRINGFIELD, Stamford, Conn. Pediatrics 
Victor Cox PeperseNn, New York, N. Y. ......... Urology 
Harvey, B. MattrHews, Brooklyn, N. Y. 
Obstetrics-Gynecology 
Harotp Hays, New York, N. Y. Nose and Throat—Otology 


WALTER CLARKE, New York, N. Y 
Public Health including Indus 
Hygiene 
Physical Therapy 
Ophthalmology 
Neurology 


CuHartes R. Brooke, New York 
ELticeE Murpocu ALcer, New York 
Harotp R. Merwartu, Brooklyn, N. Y. 





Medicine 


Proteins Versus the Carbohydrates 


M. E. Rehfuss (Journal of the American Medical Asso- 
ciation, 103 :1600-1603, Nov. 24, 1934) reports a study of 
gastric digestion of proteins and carbohydrates in 50 pa- 
tients suffering from various types of chronic disease. It 
was found that the average time for digestion of 100 gm. 
of hamburger steak was three hours and fifty-one minutes ; 
the average time for the digestion of 100 gm. of hamburger 
steak with 100 gm. mashed potato (protein and carbohy- 
drate) was three hours and fifty-four minutes. If 40 gm. 
butter (fat) was added to the steak and potato, the average 
digestion time was four hours and two minutes. The com- 
puted general acid averages from the two hour period on- 
ward for these three groups of studies were: For the meat 
group, free acid 28, total acidity 69.7; for the meat plus 
carbohydrate group, free acid 33, total acidity 76.2; for 
the meat plus carbohydrate plus fat group, free acid 32.4, 
total acidity 79.1. The differences in acidity in the three 
groups can be readily explained by the increased test load; 
and considering this factor and the method of examina- 
tion, these figures show a striking similarity. In _ these 
studies a marked constancy of type of gastric function in 
the individual patients was noted, as has previously been 
found by the author in his study of gastric digestion in 
normal persons. The author concludes from his own 
studies and from a review of the literature that there is no 
evidence to support the theory that proteins and carbo- 
hydrates are incompatible in the stomach. While it may be 
true that many individuals overeat, and would benefit from 
a reduction of carbohydrates, serious malnutrition may re- 
sult in other cases from too great a reduction of carbo- 
hydrates, and such reduction should not, in any case, be 
based on a theory of incompatibility of proteins and carbo- 


hydrates. 
COMMENT 


Interesting work. There should be more investigation on 
this line to disprove this dietetic fad. 
M. W. T. 


Dilaudid 


C. Malone Stroud (Journal of the American Medical 
Association, 103:1421-1423, November 10, 1934), of Wash- 
ington University, reports on the contro] of the more or 
less intractable pain of inoperable cancer through the use 
of dilaudid. It was used in 114 cases, in some of them for 
several months. It was invariably effectual. Absorption 
was found to be rapid, whether it was given by mouth or 
hypodermatically. When given by suppository the effect 
was more sustained. This method of administration worked 
particularly well at night when combined with a hypnotic. 
Small doses were used at first (gr. 1/48), in simple elixir. 
The dosage was increased as the disease advanced, with 
corresponding increase in pain. The cough of pulmonary 
metastases was controlled by the drug at the same time 
that it controlled pain. Stroud rates it as an efficient anal- 
gesic in the control of constant pain; he found it more help- 
ful in cancer than any other opiate he had ever used; in 
order to obtain continuous relief of constant pain the 
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doses must be administered with sufficient frequency to 
permit continuous effect; although in the type of case ob- 
served by Stroud the detection of habituation was difficult, 
he believes that dilaudid is less habit-forming than mor- 
phine; there was less deterioration of character and better 
morale in patients who were treated with dilaudid than in 
patients treated with other drugs; the untoward side effects 
were less troublesome than those of other opiates. 

T. W. Weum, writing in the Journal-Lancet (54:1713, 
November 15, 1934), reports on the satisfactory use of 
dilaudid alone and in various combinations in 68 obstetri- 
cal and 71 surgical patients. In labor, the combination of 
dilaudid (gr. 1/32) and scopolamine (gr. 1/200) was very 
effective in producing seminarcosis within a few minutes, 
especially if preceded one to three hours by one of the 
barbiturates. In no case was the dilaudid found respon- 
sible for undue prolongation of labor and, indeed, the 
quality of uterine performance seemed improved. Nausea 
occurred infrequently and no cases of asphyxia of the 
newborn seemed attributable to the drug. At the close 
of the third stage of labor rectal suppositories of dilaudid 
(gr. 1/24) were irserted to control “after pains.” The pa- 
tients did better with respect to nausea, itching and general 
comfort than had formerly been the case with opium sup- 
positories. No tendency toward delay in emptying the 
bladder was noted. Weum states that “Used in the form 
of rectal suppositories, in doses of gr. 1/24, dilaudid ex- 
celled both morphine and codeine, in postpartum or post- 
operative care; and it gave excellent results in inoperable 
carcinoma.” Surgical patients complained less of post- 
operative gas pains and there was a smaller percentage 
of patients requiring rectal tubes or enemata for distention 
or the injection of surgical pituitrin. 


The Blood Sugar in Internal Diseases 


F. W. Lapp and H. Diebold (Deutsches Archiv fiir 
klinische Medizin, 177 :40-47, Oct. 23, 1934) report a study 
of the blood sugar in various types of non-diabetic internal 
disease. In each case, they determined the fasting blood 
sugar and the variations in the blood sugar curve during 
the day. It was found that in diseases of the gastro-intes- 
tinal tract and of the liver, the fasting blood sugar was 
relatively low, between 70 to 110 mg. and especially low in 
diseases of the stomach and the colon. In obesity, the 
average fasting blood sugar was relatively high, usually 
over 110 mg. In duodenal ulcer, gastritis with hyperacidity 
and intestinal diseases, there was a definite increase in the 
blood sugar values in the middle of the day, or in the 
evening as compared with the morning fasting blood sugar. 
In gastritis with hyperacidity and gastric achylia, no such 
increase in blood sugar developed during the day, and 
there might even be a drop in the mid-day or evening blood 
sugar as compared with the morning fasting blood sugar. 
In obesity the same tendency was noted. In cases of gas- 
tritis, there is apparently an imbalance between the internal 
secretion of the pancreas and the vagotropic action of the 
gastric secretion. In all groups there was a definite sea- 
sonal variation in the fasting blood sugar. The lowest 
values were found in the late autumn; there was then a 
gradual rise up to April, and then a gradual fall to the 
low level in autumn. 
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COMMENT 
Perhaps some other group will check up on these findings. 
M. W. T. 


The Prescribing of Dextrose Phleboclysis 


Bernard Fantus (Journal American Medical Association, 
102 :2165-2170, June 30, 1934) emphasizes the value of dex- 
trose solution given by phleboclysis in severely ill patients 
who cannot be given sufficient fluid by mouth. After opera- 
tion and in cases of severe illness, when the patient is 
unable to take even fluids by mouth, there i is always danger 
of hypohydration. In these cases fluid is best supplied by 
dextrose phleboclysis, using a 5 per cent dextrose solution 
in distilled water. If there is an associated sodium chloride 
deficiency, the dextrose should be given in a physiological 
saline solution (5 per cent dextrose). Where acidosis is 
threatening or present, and additional carbohydrate that 
cannot be given by mouth is needed, a 10 per cent dextrose 
solution should be used. In cases of poisoning with diffus- 
ible poisons, dextrose phleboclysis is also indicated. A 
hypertonic (25 per cent) solution may be used in certain 
internal hemorrhages, in pulmonary edema, and to lessen 
intracranial pressure, unless there is cerebral hemorrhage. 
Dextrose phleboclysis also offers a convenient method for 
the administration of other remedies slowly and continu- 
ously. Anti-serums, epinephrine, insulin, iodides, sedatives 
and stimulants can often be advantageously administered 
in this way to very ill patients. 


Histologic Study of the Liver in Patients 
Affected with Peptic Ulcer 


M. A. Schnitker and G. M. Hass (American Journal of 
Digestive Diseases, 1:537-543, October, 1934) report a study 
of pathological changes in the liver in association with 
peptic ulcer in post-mortem material at the Peter Bent 
Brigham Hospital in an eleven year period, 1922-1933. 
There were 72 cases of advanced cirrhosis of the liver, 14 
of which (19.5 per cent) also had peptic ulcer, There were 
100 cases of typical gastric or duodenal ulcer (including the 
14 noted above). Death was due to the ulcer in 32 cases. 
As a control series, 100 cases in whom no ulcer was present 
were studied. Of the 100 ulcer cases, 50 showed definite his- 
tological changes in the ulcer; and of these 6 showed fairly 
well advanced cirrhosis and 4 advanced cirrhosis. Of the 
control group, 36 showed histological changes in the liver, 
only 2 showed fairly well advanced cirrhosis, and none 
advanced cirrhosis. Thus there were more cases in the 
ulcer group showing some degree of liver damage, than 
in the control group; and the liver damage was of a more 
advanced degree in the ulcer cases. In both groups the 
liver damage could be attributed to cholecystitis, heart 
disease, malignancy, syphilis or pancreatitis in some in- 
stances. But in 24 cases in the ulcer group and in 14 
cases in the control group, no definite cause for the hepatic 
lesions could be found. The results of this study are con- 
sidered by the authors to be “inconclusive” in regard to 
the relation between liver damage and peptic ulcer. If the 
cause of ulcer is associated with any disturbance of the 
liver, the disturbance is probably functional in nature and 
not necessarily associated with histological changes. The 
relatively high incidence of peptic ulcer (19.5 per cent) in 
cases of cirrhosis of the liver cannot be disregarded; and 
suggests that peptic ulcers may possibly be the source of 
gastro-intestinal hemorrhage in liver cirrhosis, 


COMMENT 


The Takata-Ara reaction for cirrhosis of the liver should 
help in these studies. 
M. W. T. 


Treatment of Bichloride of Mercury Poisoning 


W. B. Porter and C. E. Simons (American Journal of 
Medical Sciences, 188 :375-382, September, 1934) report 46 
cases of mercurial poisoning in which corrosive sublimate 
was taken by mouth. These cases were treated by the 
following method: Immediate gastric lavage with a satu- 
rated solution of sodium bicarbonate at a temperature of 
100° F., continued until the return fluid is clear; repeated 
every twelve hours for five days or longer if the washings 
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continue to show the presence of mercury. Morphine sul- 
phate given immediately after the first gastric lavage; re- 

peated at intervals as necessary to relieve discomfort, 
reaching and shock. Sodium bicarbonate 500 c.c. of a 5 per 
cent. solution given intravenously and 1.000 c.c. normal 
saline solution subcutaneously after the lavage; repeated 
every twelve hours as long as vomiting persists. Sodium 
bicarbonate 5 gm. by mouth every three hours during the 
day and every four hours during the night—this dosage 
being varied to keep the urine alkaline to litmus. A total 
daily fluid intake of 5,000 c.c. for an adult, given as much 
as possible by mouth, but if necessary by subcutaneous 
or intravenous route. Daily diet of orange juice 500 c.c., 
milk 1,000 c.c. and beta lactose 100 gm. with feeding every 
three hours. If vomiting disturbs the feeding schedule, 
10 per cent. glucose is given intravenously to give an 
intake of at least 1,000 calories. When vomiting is con- 
trolled, one egg may be given daily. In two patients who 
dev eloped a severe stomatitis and esophagitis, a gastrostomy 
was done, and food and medicine given through a gastros- 
tomy tube. Colonic irrigation with a 5 per cent. sodium 
bicarbonate solution is given daily until recovery is as- 
sured. Of the 46 cases treated by this method, 3 died, a 
mortality of 6.5 per cent. Nine patients, 19.5 per cent., 
developed a plasma non-protein nitrogen about 50 mg.; 
5 patients a colitis; only 2 patients developed a severe 
stomatitis with alveolar necrosis. The authors maintain 
that the method of treatment outlined markedly dimin- 
ished the mortality and morbidity from corrosive sublimate 
poisoning in these cases. 


COMMENT 


We need more laws prohibiting the sale of bichloride of 
mercury. How many physicians have a book of antidotes 
in their bags and the proper chemicals to use in case of 
acute poisoning? We should always be ready with the 
latest methods—treatment changes every day. First we 
use methylene blue for monoxide poisoning and the next 
day it is taboo. 

M. W. T. 


A Standardized Exercise Tolerance Test 
For ryrey with Angina Pectoris 


F. Riseman and B. Stern (American Journal of 
Medical Sciences, 188:646-659, November, 1934) describe 
an exercise tolerance test for patients with angina pectoris 
using a two step portable staircase. The patient is allowe’ 
to choose his own rate of speed in order to obviate t! 
necessity for training and minimize the effect of excit 
ment. It was found that the average speed for all patient! 
was 13 trips per minute. This test was used in the study 
of 57 patients who had anginal attacks. In 34 of these a 
typical attack was always induced by the exercise per- 
formed under standard conditions; in most of these cases 
(22), twenty to forty trips on the staircase would produce 
an attack. The attacks thus produced were identical in 
character and severity with those occurring in the daily 
life of the patient. Nineteen patients did not develop at- 
tacks under the standard conditions of the test; the diag- 
nosis of angina pectoris was eventually shown to be “ex- 
ceedingly doubtful” in all but one of these patients. There 
was no untoward effects from the exercise or the induce: 
attacks. The authors conclude that this exercise tes 
affords an excellent means of diagnosis in doubtful cases, 
and also of evaluating the condition of the patient and the 
results of therapy in angina pectoris. 


COMMENT 


The story is told of a well known professor who decided 
to diagnose his own case. His theory was that if he ran 


a half mile, and it caused no pain, it wasn’t angina; if it 
was it would bring on an attack which would probably 
kill him—his choice tf he had angina! 

M. W. T. 


Surgery 


Avertin in Preanesthetic Medication 


O. W. Barlow, G. L. Fife and A. C. Hodgins (Archives 
of Surgery, 85:810-827, November, 1934) report a study of 
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1,831 records of anesthesias in which the patients were 
given morphine, atropine and avertin as premedication for 
various types of general anesthetics. The dose of avertin 
used varied from 50 to 100 mg. per kilogram of body 
weight. Young patients (from one to eighteen years of 
age) were given maximal doses (90 to 100 mg. per kg. body 
weight) ; aged patients usually minimal doses. The optimal 
average adult dose was found to be 80 to 85 mg. ner kg. 
body weight. Ninety-two per cent of the patients given 
this form of premedication came to the operating room 
asleep. The pulse rate was variable; the blood pressure 
was decreased, this decrease being minimal in young pa- 
tients and maximal in aged patients; the median decrease 
was 18 per cent. The respiratory rate was either un- 
changed or accelerated; the volume was rendered more 
shallow. Induction of anesthesia was rapid, and in 80 to 
85 per cent. of the cases the anesthesias were good. Poor 
anesthesias were noted more frequently after small doses 
of avertin. Patients in the thyroid, brain or gynecological 
groups responded less favorably than patieats .n other 
groups; aged patients less favorably than young patients; 
and females somewhat less favorably than males. The 
pulse rate was accelerated above the normal during anes- 
thesia. The blood pressure increased during operation, 
partially or completely compensating for the fall in blood 
pressure following premedication. The respiratory rate in- 
creased during operation, the volume remaining more 
shallow than normal; the respiratory depression following 
premedication was partly counteracted by the anesthesia, 
but the margin of safety was narrowed. Postoperative 
restlessness was observed in from 20 to 60 per cent. of cases, 
but was “not troublesome from a nursing standpoint”; the 
frequency with which restlessness occurred was in inverse 
relation to the hypnotic dose employed. The duration of 
postoperative sleep showed little relation to the dose of 
avertin used, but was influenced chiefly by the nature of 
the anesthesia and the duration and severity of the opera- 
tion. Nausea and vomiting occurred postoperatively in 20 
per cent. of the general surgical patients, most frequently 
in the gall-bladder group. Signs of renal irritation were 
observed following the use of avertin premedication; 30 
per cent. showed albumin and 7 per cent. casts in the 
urine twenty-four hours after operation, but these disap- 
peared in most cases in forty-eight to seventy-two hours 
after operation. Shock of greater or lesser degree was ob- 
served in 10 per cent. of patients during or after operation. 


COMMENT 


Studies of this type are important steps in the classifica- 
con and evaluation of the newer anesthetics and their 
proper applications. 
CH. G 


Electrocoagulation in the Treatment 
of Exophthalmic Goiter 


H. Nieden (Zentralblatt fiir Chirurgie, 61:2354-2358, 
Oct. 13, 1934) reports the use of electrocoagulation for the 
destruction of the goiter tissue in exophthalmic goiter. The 
electrode is moved slowly over the surface of the goiter 
during the process of coagulation; when the desired 
amount of tissue is coagulated the chief arteries on both 
sides are ligated, and the coagulated tissue removed by 
means of the high frequency knife. Drainage of the wound 
is necessary, as there is a discharge of considerable exudate 
for several days. The author has operated 15 cases by 
this method, and the postoperative reaction was so slight 
in each instance that he is convinced that electrocoagula- 
tion “inactivates” the toxic goiter tissue and also prevents 
absorption of any toxic substances by sealing the blood 
and lymph vessels. The results of operation were excellent 
in each case; the basal metabolic rate was lowered and the 
Patients were relieved of symptoms and gained weight. 


COMMENT 


If a considerable series of definitely toxic goiter cases, 
carefully checked up clinically and proven by standard tests, 
can measure up to this author's small series, this method 
may prove vastly important. 

C. H. G. 
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Transplantation of the Adrenal Cortex 
in Addison’s Disease 


E. Beer and B. S. Oppenheimer (Annals of Surgery, 
100 :689-697, October, 1934) reported before the American 
Surgical Association 2 cases of Addison's disease in which 
transplantation of adrenal cortex was done. In each case 
the cortex was removed from another human being during 
a kidney operation and implanted within a hour in small 
pieces into pockets made in the patient’s rectus muscle. 
The first patient died fourteen days after operation of 
progressive bed sore with infection; autopsy confirmed the 
diagnosis of Addison’s disease—due to bilateral tubercu- 
losis of the adrenals; and examination of the adrenal 
cortical transplants showed them to be viable. The 
second patient showed typical symptoms of Addison’s dis- 
ease, and was almost stuporous prior to operation. After 
the transplantation operation, he showed marked improve- 
ment, with gain in weight and increasing strength. Six 
months after operation pigmentation had decreased and the 
patient was in good condition and mentally alert; blood 
analysis showed a positive sodium balance with rise of 
plasma sodium. The authors do not make any definite 
claims for this operation as a curative procedure in Addi- 
son’s disease; they have placed this work on record “to 
stimulate further work.along the same lines.” 


COMMENT 
An impressive beginning! 
C. HG. 
Surgical Hyperinsulism 


Seale Harris (Southern Surgeon, 3:199-210, September 
1934) states.that in the past ten vears he has seen approxi- 
mately 100 cases of hyperinsulism, of which about 25 per 
cent. were of severe type, but only 3 of these cases were 
treated surgically. These 3 patients were all relieved of 
symptoms by resection of one-half to two-thirds of the 
pancreas, although in none of these cases was an adenoma 
of the pancreas found. The most characteristic symptom 
of severe hyperinsulism is recurrent attacks of uncon- 
sciousness and convulsions associated with a marked hypo- 
glycemia. Abdominal pain may also be a symptom; in 
the author’s 3 surgical cases the pain was located in the 
mid-portion and upper left quadrant of the abdomen. In 
making a diagnosis of hyperinsulism frequent blood sugar 
tests and six hour glucose tolerance tests are necessary; 
hypopituitarism, hypothyroidism and hypoadrenalism must 
be excluded; and operation should be done only when 
suitable dietetic measures have failed to give relief. 


COMMENT 


The author has observed these cases in greater number 
than most of us. Do they sometimes pass unrecognized? 
i a e 
Partial Gastric Fundusectomy in 


Treatment of Peptic Ulcer 


F. G. Connell (Surgery, Gynecology and Obstetrics, 59: 
786-788, November, 1934) has used partial fundusectomy 
in the operative treatment of peptic ulcer—both gastric and 
duodenal. This operation aims to diminish the acid secret- 
ing surface rather than to remove the ulcer-bearing area; 
and permits the retention of “the important antro-pyloro- 
duodeno mechanism.” It may be regarded as a compro- 
mise between gastro-duodenostomy and subtotal gastrec- 
tomy. In this operation a double wedged section of both 
the anterior and posterior fundal walls, with a common 
base at the middle third of the greater curvature, is re- 
moved. The posterior wall is repaired with a through 
and through (mucosa to mucosa) suture with catgut; the 
anterior wall is closed by continuing the suture with over 
and over (subserous) stitches. In 7 cases of peptic ulcer 
treated by this method there was one postoperative death 
due to pulmonary embolism; one patient still complains 
of some “burning” in the stomach; the others are symptom 
free. The first patient operated by this method has been 
free from symptoms for two years and a half; the others 
have been operated too recently to determine late results. 


COMMENT 


A new application of physiologic principles in surgery. 
C. H. G. 
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Autogenous Milk Vaccine Therapy in Peritonitis 


J. G. Anderson (American Journal of Surgery, 25 :521- 
524, September, 1934) reports a new method for the treat- 
ment of peritonitis complicating appendicitis. He has used 
autogenous milk vaccines in the treatment of various sep- 
tic conditions with such satisfactory results that in the 
latter part of 1929 he began the use of such vaccines in 
the treatment of peritonitis complicating appendicitis. Im- 
mediately preceding operation, five Erlenmyer flasks are 
filled with 30 c.c. milk each and sterilized. If, at oper- 
ation, there is either local or general peritonitis, cultures 
are made in these five flasks; and incubated at 37.5° C. 
The first flask is removed from the incubator in twelve 
hours, sterilized by boiling for five minutes, and the con- 
tents filtered through sterile cotton if there is any curd 
formation, and used for injection. The other cultures are 
similarly treated in twenty-four, thirty-six, forty-eight and 
sixty hours respectively, and injected if it is deemed neces- 
sary. Injections are made into the gluteal muscles, as 
this gives a wide area for absorption. The amount of vac- 
cine injected varies with the condition of the patient; in 
the author’s cases it has varied from 10 to 25 c.c, at each 
injection, usually 15 c.c. or more. Two or three injections 
have been given as arule. In 18 cases of appendicitis com- 
plicated by localized or generalized peritonitis in which 
the milk vaccines were used, there has been only one 
death. In this fatal case the patient had had pain in the 
right lower quadrant for five days before coming to the 
hospital and had taken a cathartic; there was an extensive 
peritonitis with much free pus. In the 17 cases that re- 
covered, it was noted that drainage was much less than 
usual in cases of this type and recovery was more rapid. 
The author considers that the rapidity with which most 
organisms grow in milk is an important factor in the use 
of milk vaccines, as in a case of widespread peritonitis, 
a vaccine potent enough to take effect in twenty-four to 
seventy-two hours is necessary. This method is practicable 
in any hospital, and its use is indicated “in all appendix 
cases where there are any signs of peritoneal intection, 
whether drainage is to be used or not.” 


COMMENT 


An encouraging observation and a method of treatment 
worthy of earnest application in many hospitals. Further 
reports should be forthcoming. 

cj = & 


Urology 


Bacteriophages in the Treatment of Colon Bacillus 
Infections of the Urinary Tract 


W. J. MacNeal, F. C. Frisbee and M. Applebaum 
(Archives of Surgery, 29 :633-642, October, 1934) report that 
in 270 cases of bacterial infection of the urinary tract 
studied in the New York Post-Graduate Hospital, colon 
bacilli were found in the urine in 198 cases. In some of 
these cases no bacteriophage effective against the infecting 
organism could be found. There were 97 cases treated 
with bacteriophage: in 24, the result is not known; in 23 
failure was reported; in 27 cases there was symptomatic 
relief or improvement but no final bacteriological proof 
of eradication of the infection; in 23 cases the clinical 
symptoms were relieved and the urine found to be free 
of bacteria. From their study of these cases, the authors 
conclude that bacteriophages are not a panacea for colon 
bacillus infections of the urinary tract. They must be 
used in conjunction with adequate fluid intake, control of 
the reaction of the urine, and with the use of internal 
urinary antiseptics. When employed with care in prop- 
erly selected cases, and under adequate control by con- 
tinued laboratory studies, bacteriophages “add something 
of real value” to the therapeutics of such urinary infec- 
tions, and in certain cases bring about a “dramatic” favor- 
able result. 


COMMENT 


Unqualified endorsement and unqualified rejection of so 
important a therapeutic measure are equally poor judg- 
ment. Bacteriophagy is still an infant in the arms of 
medical common sense. All senior urologisis will re- 
member when diphtheria antitoxin was of dubious value, 
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challenged and rejected by many, defended and accepted 
by many more. Today it seems to be a finality, as does 
toxin-antitoxin. Twenty-five years hence things unknown 
today about bacteriophagy will be matters of commonplace 
and common course. 

¥. Co? 


Acute Tuberculous Epididymitis 
and Epididymo-Orchitis 


T. Sjéstrand (Acta chirurgica Scandinavica, 75 :329-372, 
September 26, 1934) reports 68 cases of acute tubertulous 
epididymitis and epididymo-orchitis from the Royal Sera- 
fimer Hospital, Stockholm, Sweden. Clinically these 
cases resemble .gonorrheal and other forms of acute epi- 
didymitis and epididymo-orchitis. From this series of 
cases, and a review of other cases of tuberculous epididy- 
mitis, both acute and chronic, the author finds that acute 
tuberculous epididymitis and epididymo-orchitis affect 
men most frequently in the age period of from twenty 
to thirty years (48 per cent. of cases). Tuberculous 
changes in the prostate and vesicles could be demon- 
strated in 66 per cent. of acute cases; where such lesions 
of the prostate and vesicles persist there is a marked tend- 
ency for the epididymitis to become bilateral and to recur. 
If the disease is diagnosed in an early stage, an epididymec- 
tomy may be done; but if there is also an involvement of 
the testicle, castration is indicated. Tuberculosis of the 
male genital tract is not per se a fatal disease. The mor- 
tality depends upon tuberculous involvement of other 


organs. 
COMMENT 


This interesting study seems to lack adequate cttention 
to the new viewpoint that local tuberculosis is always the 
expression of foregoing systemic disease. 

We ee 


Distribution of Blood to the Prostatic Urethra 


H. C. Bumpus, Jr. and W. Antopol (Journal of Urology, 
32 :354-358, October, 1934) note that transurethral re- 
section of the hypertrophied prostate gland has become an 
accepted procedure for the relief of urinary obstruction, 
but bleeding both during and after this operation is a not 
infrequent and a troublesome complication. They have, 
therefore, made a study of the distribution of the blood 
supply to the prostatic urethra in the cadaver, by means 
of injection of barium gelatin. These studies show that 
the blood supply to the prostate gland and prostatic urethra 
may be divided into three zones: (1) The peripheral 
plexus of small arteries; (2) an intermediate zone of ves- 
sels essentially parallel coursing toward the urethra, where 
they anastomose to form (3) a periurethral or internal 
plexus. It is evident that in the operation of transurethral 
resection, the operator will encounter this third zone oi 
vessels first. Because they are of large caliber and anas- 
tomose so freely around the urethra, bleeding will be more 
profuse and more difficult to contro] than in the deeper 
intermediate zone. In one case in which death occurred 
about eight weeks after transurethral resection, it was 
found that this periurethral plexus of blood vessels was 
not present; the peripheral plexus was not pronounced; 
the vessels were not so numerous as in the other cases (not 
operated); they were of fine caliber and ended in small, 
dilated, bulbous structures with few anastomoses. This 
would indicate that after transurethral operation, the de- 
struction of the blood supply may “extend well toward the 
peripheral zone.” 


COMMENT 


The whole question seems to rest on the intensity of cur- 
rent, the overlapping of the coagulations, the brevity of in- 
terval between one operation and the next and the depth 
of sloughs as cast of. Intense currents, superimposed co- 
agulations and frequent repetitions of the operation lead to 
very deep sloughs which may, long after operation, cause 
severe postoperative bleeding. If reports from Europe are 
accurate, their long previous experience with electrotherapy 
of all kinds has led to preference for milder currents 
Probably, therefore, their end results will show fewer 
catastrophes than those in America, where such experience 
is still in the making. 

¥.C#R 
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Interpretation of Biochemical Findings 
in Urologic Disease 


H. M. Ray (Journal of Urology, 12:513-528, November, 
1934) notes that the urologist, perhaps more than other 
specialists, depends upon biochemical data for diagnosis 
and for determining the best method of therapy. But the 
clinical value of the data obtained in the laboratory de- 
pends upon the ability of the clinician to interpret the find- 
ings correctly and apply them to his individual problems. 
The author emphasizes especially that single determinations 
of absolute values of blood nitrogen are less important than 
repeated determinations that indicate the direction in which 
they are changing. In most cases extrarenal factors en- 
ter into the determination of nitrogen retention. Thus 
in acute nephritis, extreme degrees of nitrogen retention 
do not indicate extensive renal damage. Other tests of 
renal functional efficiency are necessary to determine their 
significance. The author has found the urea clearance test 
to be the best single method of determining renal func- 
tional efficiency. It indicates some loss of efficiency in 
incipient cases of renal diseases in which other tests are 
negative. Concentration tests are also of value, and es- 
pecially in cases of obstructive lesions of the urinary tract. 
High nitrogen and creatinine values in the blood are not 
a contraindication to operative procedures in such obstruc- 
tive lesions, provided the concentration tests do not show 
marked impairment of renal efficiency. Illustrative cases 
are reported. 


COMMENT 


There is always a tendency, and perhaps naturally so, 
to isolate one test or a few tests and to pin reliance on 
them. It is easy to remember the time when creatinine 
retention was regarded as the maximum proof of renal 
disease. The reason was that, because creatinine is the 
most easily eliminated, its retention becomes extremely sig- 
nificant. This ene-idea diagnosis has long ago been aban- 
doned. In the problems of general medicine and surgery 
the patient himself must be regarded as of final impor- 
tance. On exactly the same principle the entire laboratory 
survey of a patient’s renal function must not be neglected 
before a decision is reached. Speaking for myself, I be- 
lieve that the progress, balance and variations of laboratory 
findings are decisive and should always be determined if the 
case 1s not one of emergency. In emergencies all pos- 
sible tests should be done and their correlated meaning fol- 
lowed. The matters of time available and of financial 
means are often preventives of thorough work. C 

. 


Effect on Renal Efficiency of Lowering 
Arterial Blood Pressure 


I. H. Page (Journai of Clinical Investigation, 13 :909- 
915, November, 1934) reports a study of the effect of low- 
ering blood pressure on renal efficiency in 6 patients, 2 with 
a malignant type of essential hypertension, 2 with mod- 
erate hypertension and 2 with hemorrhagic Bright’s disease 
and hypertension. The urea clearance test was used to 
determine renal efficiency. In 2 cases the blood pressure 
fell spontaneously to a significant degree. In 2 cases the 
blood pressure was lowered 80 mm. Hg. or more by the 
administration of sodium thiocyanate; and in another case 
it was lowered by the intramuscular administration of col- 
loidal sulphur. In one case the blood pressure fell after 
denervation of one kidney. In no instance did the urea 
clearance test indicate any definite change in renal effi- 
ciency either when the blood pressure was lowered, o1 
when it returned to its original level. It was evident that 
neither the sodium thiocyanate nor the sulphur in the 
doses used had any detrimental effect on renal function. 
lhe results in these cases indicate that elevation of blood 
pressure does not assist in maintaining renal efficiency and 
lowering blood pressure does not diminish renal efficiency 
either in essential hypertension or in Bright’s disease. 
This evidence, therefore, does not support the “compen- 
satory” theory of high blood pressure in these conditions. 


COMMENT 


The exact status of blood pressure is still to be deter- 
mined as to meaning management. When blood pres- 


sure readings were first used high blood pressure was 
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regarded as a mathematically positive index of doom. 
Untold life insurance was denied accordingly. This ex- 
treme was followed by the other extreme, that much, if 
not all, blood pressure is somewhat of a safety device on 
the part of nature. The midground is proper and its real 
relation to general health, nervous poise, heart action and 
renal function is supreme. Those patients in whom renal 
toxicity is a definite fact usually do badly unless all sources 
of absorption are well reduced and controlled and cll 
elimination increased, and so maintained. VCP 


Pediatrics 


Iron Metabolism and Therapy in Infants 


H. W. Josephs (Bulletin of Johns Hopkins Hospit™', 
55 :259-272, October, 1934) reports a study of iron metav- 
olism in 6 normal infants, 4 through the third month of 
life and 2 through the sixth month of life. It was found 
that in the first two months of life, there tended to be a 
negative iron balance, but this did not cause the loss of 
more than a few milligrams during this period. From 
the end of the second month the balance was normally 
positive, with an average gain in iron of approximately 6 
milligrams per month. Infections tended to cause a nega- 
tive balance. From calculations based on the data obtained 
in these 6 cases, the author concludes that the “birth- 
stores” of iron are rarely required for hemoglobin for- 
mation before the third month of life, and that under 
normal conditions, they are probably sufficient to last up 
to the end of the sixth month of life. The calculations 
also indicated that an exclusive milk diet cannot cause any 
great degree of anemia on the basis of its low iron content 
alone, but that other factors causing a disturbance in iron 
metabolism must be present. 

From his study of anemias in the first year of life, H. L. 
Eder (Archives of Pediatrics, 51:701-713, November, 1934) 
concludes that the tissues may be depleted of their iron 
reserve before a low hemoglobin content of the blood 
makes a clinical diagnosis of anemia possible. He is of 
the opinion that unless some iron is given during infancy, 
the blood maintains its supply of hemoglobin at the ex- 
pense of the other tissues. He has found that an iron 
and cod-liver oil preparation made by adding 30 grams of 
saccharated ferrous carbonate to one pint of cod-liver oil 
emulsion is very effective in the treatment of the secondary 
anemias of infancy and childhood. Recently he has given 
this mixture routinely as an addition to the diet of infants 
from about the age of ten weeks. From this time to the 
age of six months, one teaspoonful (which contains 3% gr. 
of iron carbonate) is given twice daily, subsequently the 
dosage is reduced to one teaspoonful daily. This routine 
administration of iron has proved of definite benefit; the 
infants show a healthy skin color, firm tissues and excel- 
lent muscle tone; when exposed to the sun, they do not 
burn, but develop a deep healthy tan; and they appear to 
show increased resistance to infection. The author is con- 
vinced that some form of iron therapy during infancy is 
as necessary as orange juice and cod-liver oil “to main- 
tain proper nutrition.” 


COMMENT 


Drs. Josephs and Eder in their articles give us food for 
thought. It is a known fact that cow’s milk contains only 
about one-third as much iron as normal breast milk. Since 
this is a fact and since cow's milk forms the base of our 
formulae, it would seem that the rational thing to be done 
is to add some form of iron, just as we add a vitamin. 
Observations of the hemoglobin and R. B. C. in artificially 
fed infants show they are uniformally below 70 and 
400000 respectively. For years I have felt that iron 
should be added routinely to our formulae. It remains 
to be determined clinically the type to be used; some forms 
are very expensive and others less so. These factors must 
also be considered in our study. The combination of iron 
and cod-liver oil is an excellent one. I think it would be 
better to use the 10 D. cod-liver oil. 

G L. &. 


Factors Influencing the Utilization of Calcium 
and Phosphorus in Cow’s Milk 


J. H. Hess and his associates in the Department of 
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Pediatrics, University of Illinois (American Journal of 
Diseases of Children, 48:1058-1071, November, 1934), note 
that the physical character of the curd is “one of the 
major problems” in the use of cow’s milk for infant feed- 
ing. Various methods have been used for modifying the 
curd. Recently Lyman, Browne and Otting have described 
a process of “base exchange” for modifying the curd of 
cow’s milk by removing some of the calcium by passing 
the milk through artificial zeolite (sodium-aluminum sili- 
cate) after acidification with citric acid. In feeding ex- 
periments on normal infants with milk treated by the proc- 
ess of base exchange, the authors found that such infants 
maintained a positive calcium and phosphorus balance on 
100 c.c. of this milk per kilogram of body weight a day. 
The absolute retention and percentage of retention of cal- 
cium and phosphorus were greater than when the infant 
was given untreated boiled cow’s milk or acidified milk. 
There is a reduction of the total amount of calcium and 
phosphorus in milk treated by the process of base ex- 
change, but the utilization of these elements is evidently 
more efficient. This increased utilization is apparently due 
to three factors: (1) The size of the curd, which is ren- 
dered soft, fine and flocculent: (2) the increase in the 
amount of ultrafiltrable calcium; (3) the change in the 
reaction of the ash so that a greater amount of fixed base 
is present. 


Synthesis of Vitamin C by Infants 


P. Rohmer, N. Bezssonoff and E. Stoerr (Nourrison, 
22 :280-292, September, 1934) report a study of the amount 
of vitamin C in the urine of normal infants not given 
vitamin C in addition to their usual diet. From their 
findings they conclude that normal infants in the first six 
months of life can synthesize sufficient vitamin C, provided 
that their food contains the necessary amount of pro- 
vitamin. A study of human milk and cow’s milk boiled 
for a few minutes showed that both contain the provitamin 
in sufficient quantity, although their content in vitamin C 
is low. The addition of vitamin C to the usuai infant diet 
in the form of orange juice or lemon juice in the first six 
months of life, therefore, may prove to be unnecessary. 
After that time the power to synthesize vitamin C rapidly 
diminishes, so that it is cert: linly necessary to insure a 
sufficient supply of this vitamin in the diet. A further 
study of this problem must be made before these findings 
can be definitely applied in pediatric practice. 


Factors That Influence Rheumatic Disease 
in Children 


A. D. Kaiser (Journal of the American Medical Asso- 
ciation, 103 :861-891, Sept. 22, 1934) reports a study of 1,- 
200 rheumatic children in Rochester, N. Y. It was found 
that rheumatic symptoms developed most frequently in 
children between the ages of eight and ten years. In 
Rochester attacks occurred most frequently during the late 
winter and spring months. Typical rheumatic fever— 
with fever and swelling and pain in the joints—occurred in 
39 per cent. of the children in this series. Joint pains with- 
out fever or visible swelling and inflammation of the 
joints semmneedl in 32 per cent. The heart became in- 
volved at some time in the course of the rheumatic in- 
fection in 64 per cent. Some children showed only the 
milder manifestations of rheumatic infection—sore throat, 
fatigue, anorexia and pallor. Rheumatic symptoms re- 
curred in more than 50 per cent. of the cases. It was 
found that rheumatic intection occurred slightly more 
often in children whose tonsils had not been removed at 
the time of the initial attack. Recurrent attacks were not 
lessened in children who had been tonsillectomized either 
before or after the initial attack, but the mortality rate 
was nearly 50 per cent. less in children whose tonsils had 
been removed prior to the initial attack. Infections of the 
upper respiratory tract, whether the tonsils were present 
or not, were an important factor in the development of 
rheumatic attacks. Even in rheumatic children living in 
a good environment with a high standard of living fresh 
attacks would develop following an acute respiratory tract 
infection. Hemolytic streptococcus nucleoproteins gave 
positive skin tests in 75 per cent. of rheumatic children as 
compared with 32 per cent. of non- -rheumatic children. 
“One may assume,” the author states, “a constitutional 
susceptibility to rheumatism, but no proof of it is avail- 
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able. . Until the factor of susceptibility is better un- 
derstood and more definite information is at hand on the 
etiology of this disease, the control of rheumatic disease 
will not be mastered.” 


Diphtheritic M ponents 


A. Hoyne and N. T. Welford (Journal of Pediatrics, 
5 :642-653, November, 1934) report that in 4,671 cases 
of diphtheria treated at the Chicago Contagious Disease 
Hospital from 1928 to 1932, there were 548 deaths, a case 
fatality rate of 11 per cent. Myocarditis was present in 
= cases, and in these cases the case fatality rate was 

2 per cent. The fatality rate was highest in these cases 
a diphtheritic myocarditis in children one to five years 
of age (75 per cent.). There were 255 cases in which 
there was nasal involvement and in these cases the fatality 
rate was 70 per cent., while it was only 11 per cent. in 
the 39 cases in which there was simple tonsillar diphtheria. 
The primary clinical symptom of myocardial damage in 
diphtheria is a change in the character of the heart tones, 
especially a softening of the first heart sound in the mitral 
area; most patients show tachycardia or bradycardia. Per- 
sistent bradycardia is a grave prognostic sign. Abdominal 
pain and vomiting with falling blood pressure, associated 
with bradycardia, are also signs of serious prognostic im- 
port. In cases with diphtheritic myocarditis, epinephrine 
and caffeine were found to be of no permanent value as 
circulatory stimulants, but intravenous or intramuscular 
injection of a 10 per cent. glucose solution was a life- 
saving measure in some severe cases. Intramuscular in- 
jection was employed in the younger children, from one to 
five years of age. In 126 cases of diphtheritic myocarditis 
that came to autopsy, the heart showed extensive toxic 
parenchymatous degeneration. 


News and Notes 


Dr. I. L. Nascher, Chief Physician of the Department of 
Hospitals of New York City, retired under the age limit 
rule on January Ist, 1935. Dr. Nascher has been con- 
nected with the Departments of Public Welfare and Hos- 
pitals for nearly twenty years. 


Dr. Theobald Smith Receives New Jersey Honors 


A part of the recent celebration of the sixtieth 
anniversary of the New Jersey Health and Sanitary 
Association consisted of an award in the form of a 
bronze plaque, to Dr. Theobald Smith of Princeton. 
In the words of the president of the Association, James 
E. Brooks, who made the presentation, this was “for 
distinguished services in and devotion to the cause of 
Public Health.” 

Because of illness, Dr. Smith was not able to be 
present at the ceremony, but a letter from him was read. 
One paragraph is of special interest: “It is difficult for 
the younger generation to grasp the fact that what is 
taken for granted today was fought and ridiculed by a 
former generation. Only by trying to envelop ourselves 
in the atmosphere of the last quarter of the 19th cen- 
tury, can we understand why research workers attacked 
what are now such simple and self-evident problems.” 

The bronze plaque was received by Dr. Carl Ten 4 
Broeck, for many years an associate of Dr. Smith and 
his successor as Director of the Department of Animal 
and Plant Pathology of the Rockefeller Institute for 
Medical Research. Dr. TenBroeck gave the audience 
the benefit of his personal acquaintance with Dr. Smith 
and explained that his innate characteristics of curiosity, 
persistence, infinite care and great attention to detail 
were the reasons for his many important discoveries. 

Well known as Dr. Theobald Smith is by the Medical 
and Public Health professions, it seems that his work 
has never before been described as a whole. An inter- 
esting summary appears in the November riumber of 
“Health Progress,” the organ of the New Jersey Health 
and Sanitary Association. 





Lead poisoning in infants may be due to the use of lead 
nipple shields. 
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Editorials 





Health Budgets Versus Health Insurance 


We certainly cannot hope to maintain our pres- 
ent health budgets or expect to succeed in having 
former appropriations restored if appropriating 
bodies are going to be faced with the demand for 
a terrific increase in expenditure such as health 
insurance would require. As to the granting of 
greater appropriations in behalf of preventive medi- 
cine, what chance will there be for that if health 
insurance is instituted? 

Our health services have been badly cut and 
many are in jeopardy, actually facing annihilation ; 
indeed, collapse in a good many communities has 
already occurred. Information recently collected by 
the American Public Health Association indicates 
marked reductions in personnel and budgets of 
state and local health departments, averaging over 
20 per cent for the entire country. Practically 
all communities have experienced difficulty. 
Though a small allotment has recently been made 
from Federal relief funds by the United States 
Public Health Service for aid to states and local 
health departments, the situation has not as yet 
received adequate recognition in the National re- 
covery program. The American Public Health 
Association has repeatedly called attention to the 
national waste from preventable diseases which 
could be materially reduced by the extension of 
adequately staffed, full-time health departments 
providing local public health service for all people. 
These hazards of preventable disease still exist and 
constitute an enormous annual drain upon the 
resources of the people. The health services of the 
Federal government itself, particularly the United 
States Public Health Service and the Children’s 
Bureau, require greatly increased appropriations 
for their proper conduct. 

In the midst of this tragic situation we find a 
group of organized propagandists attempting to 
push aside matters of vital concern in favor of 
health insurance. This group is exerting pressure 
upon the President’s Committee on Economic Se- 
curity in an attempt to force hurried action in the 
interest of health insurance. As the reader may 
have guessed, it is the American Association for 
Labor Legislation at its old tricks again. It has 
arranged for a barrage of letters which, if taken 
seriously by the President’s Committee, will distort 
the official understanding of popular opinion. 

We are happy to say that the American Public 
Health Association, the Medical Society of the 
State of New York (through its Committee on 
Economics), and the Coordinating Council of the 
Medical Societies of the Counties of Bronx, Kings, 
New York, Queens and Richmond have taken 
steps to checkmate the evident purpose of the 
American Association for Labor Legislation. 

This matter has served the useful purpose of 
making it very clear that in so far as health insur- 
ance schemes make headway in this country in 
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just so far will our public health and preventive 
medicine services languish and fail. 

In this situation there can be no question as to 
the position that must be taken by those seriously 
concerned about the fate of our legitimate and 
fundamental health agencies. 


The Protection of Our Interests 


The principles recently formulated by the Ameri- 
can Medical Association to guide us in the con- 
sideration of social and economic programs in- 
volving medicine are an assurance that we are 
led by men who know what they want and how 
to get it—and that is the chief desideratum at the 
present time in this country. 

“Today,” says Professor John L. Childs of 
Teachers’ College, Columbia University, “we have 
not only the persistence of old ideas and loyalties 
in many honest, muddled heads, but we also have 
powerful interest groups which control most of the 
means of communication, the press, the radio, the 
movies, and which will undoubtedly do all in their 
power to manipulate the situation to keep the rank 
and file confused, disorganized and unaware of 
where their true interests lie and how they can 
move to protect those interests.” 

In dealing with present-day realities we must 
think straight—and shoot straight. These things 
we seem to be doing, and the “interests” are getting 
madder and madder about it, which is highly en- 
couraging. 

Says The American Mercury, in its December, 
1934, issue: “So long as the great insurance com- 
panies and the economic ignorance of the American 
Medical Association can stave off the socialization 
of medicine and keep medical service scarce and 
high, so long will the rank and file of our doctors 
work for nothing in the clinics and starve at home. 
There is no hope for our professional men as long 
as their ‘dignity’ as petty little bourgeois makes 
them side with property interests which paralyze 
them. And if they continue to oppose the socializa- 
tion of their function as intellectual workers a 
thousand New Deals can do nothing for them.” 

The phrase “economic ignorance of the Ameri- 
can Medical Association” in the foregoing paragraph 
may be translated to signify “annoying astuteness.” 
It is a source of endless vexation to such critics 
that individuals and groups of our persuasion are 
willing to fight and even to starve for principles 
and traditions. We wonder what their reaction 
would be if they found the medical profession re- 
sorting with its entire weight to such strategy as 
advocating the immediate payment of the Veterans’ 
Bonus, by way of lessening the funds available for 
socialization? This would be “annoying astuteness” 
with a vengeance. 

What our enemies fear most is recovery. A 
shrewd sociologist recently remarked that as busi- 
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ness picks up less and less will be heard about 
measures designed to palliate socio-economic 
abuses. If there should be an early business re- 
covery, and if it should assume a marked mo- 
mentum, the medical profession could breathe a 
sigh of relief, because its clientele’s shattered for- 
tunes would receive repairs all along the line, and 
this would mean even the class slated during de- 
pression times for an extreme type of paternalistic 
attention. Let us hope that the patient, in this case 
society, will soon stop picking at the bedclothes, 
that subsultus tendinum will lessen, and _ that 
Cheyne-Stokes breathing will cease. Let us pray 
that a society that has been very sick will soon enter 
rapid convalescence. 

The American Woman’s Association tells us in 
a recent public statement that its study of women 
workers through the depression shows among many 
other things that only twenty per cent of the group 
surveyed reported that they had made any saving 
in medical care and treatment, and the amount 
averaged only a little over one per cent. 

These women workers, representing for us a 
cross section of society, have cut their expenses 
for dress, food, vacation and recreation very se- 
verely—but not for medical care and treatment. 
But we notice in the Association’s statement a 
paragraph which reads: “For all their deep cuts 
in expenditures, nineteen per cent of the women 
’ reported that they were at the same time spending 
in excess of their incomes, which, the survey points 
out, can only mean that they are exhausting their 
savings and going into debt.” 

To whom would this nineteen per cent find it 
most expedient to go into debt? Why, to the 
doctors, of course. For their clothing, their food, 
their housing, their vacations and their recreation 
they have to pay. Furthermore, when eighty per 
cent of these women workers report that they 
have not made any saving in medical care and 
treatment, this does not necessarily mean that they 
have paid (or ever will pay) in full for such care 
and treatment. 

This cross section may be taken as typical of 
other workers’ groups. Medicine is taking care 
of them. 

It is the refusal of the medical profession ‘to 
abandon these people that prompts much critical 
abuse of us, for such abandonment would create 
conditions so dreadful that paternalistic palliation 
of socialized type would be greatly expedited. 

So much for our “economic ignorance” or “an- 
noying astuteness,” whichever one chooses to 
call it. 

In the words of President Roosevelt—slightly 
paraphrased—HANDS OFF MEDICINE! 


Electrocution 


There are a few simple rules to be followed in 
case of electrocution. The victim should ‘be re- 
moved from the contact wire as quickly as possible. 
The switch should be pulled if possible. In releas- 
ing the man, keep the left hand in the pocket, and 
use the right arm only, because if two hands are 
used, the current will pass through the heart area 
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and chest. Avoid all skin surfaces of the victim’s 
body ; also his pockets and shoes, for a severe shock 
can be obtained from metals. Loop a rope, necktie, 
belt or dry coat about the part most easy to separate 
from the current and remove with one quick thrust. 
ARTIFICIAL RESPIRATION SHOULD BE 
CONTINUED FOR AT LEAST SIX HOURS, 
or until the body is cold and rigor mortis has set 
in. Artificial respiration should not be interrupted 
for a physician’s examination. Men should be 
trained in the Schafer prone method of artificial 
respiration and from 20 to 40 respiratory move- 
ments per minute should be given. The old method 
was 18 per minute and was not sufficient. Per- 
haps the hand method is preferable to mechanical 
apparatus. Life has been restored by this method six 
hours after apparent death and every man should 
have the full advantage of artificial respiration. 

It is dangerous to handle a telephone while hold- 
ing a piece of electric apparatus, such as a vacuum 
cleaner. It is dangerous to touch an electric light 
fixture while in the bathtub. Of course, everyone 
knows about touching electric fixtures with moist 
hands. —M. W. T. 


Bombs for Food Faddists 


We like the forthright judgment of Professor 
Martin E. Rehfuss, Professor of Clinical Medicine 
at Jefferson Medical College, Philadelphia, speak- 
ing on October 18 before the American Dietetic 
Association: “Diet faddists have reached a point 
where they are a positive menace to the health 
of the community and an insult to the reasoning 
of intelligent men and women.” He riddled in 
particular the popular notion, now fed sedulously 
by high-powered propagandists, that proteins and 
carbohydrates should not be eaten at the same meal. 

Murphy, of Harvard, joint winner of the last 
Nobel prize in medicine, said very recently: “Un- 
doubtedly they (the new diet fads) form one of 
the most pernicious publicity schemes available, 
because they are publicity schemes for someone or 
something.” 

It is likely that food fads are one of the most 
lucrative sources of medical practice, owing to the 
mischief that they wreak upon their victims. As 
a source of professional income they are impres- 
sive; as a factor in the incidence of illness they 
are alarming. 








Miscellany 





Wagner and/or Osler 


The workaday doctor is just a member 
Of the “orchestra” ; 

As you have the violinist 

So you have the ophthalmologist ; 
You can match the oboe player 

With the pediatrist, 

And the flageoletist 

With the gynecologist. 
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But the composers and conductors are 

Of another caste, which is to say 

Those who call the tunes 

From laboratories and research depots and schools 
For practitioners to play. 


From a hospital float the strains 
Of a great symphony. 


Light from Brains 


Year after year Dr. Crile keeps on telling us that 
we are nothing but chemical and electrical contrap- 
tions. He extracts proteins, lipoids and other com- 
pounds from living tissues, especially the brain, and 
with the aid of mineral salts makes them produce 
what he calls “autogenetic cells,” which act much as 
if they are alive but do not mystify biologists who 
have seen a grain of sand in chloroform behave as 
if it were an amoeba. Not so long ago he told us 
that we are alive because we are full of “radiogens” 
—infinitesimal suns that shine within us. Now he 
steps forward with still another piece of alchemy. 
He takes us into a dark subterranean chamber, 
pours calcium salt into a tube of brain-stuff and 
startles us with a weird luminescence. The case 
for suns in the brain seems proved. Sunlight has 
its counterpart in thoughtlight. 

All this is more romantic than convincing. No 
progress whatever has been made in fathoming the 
mystery of life and thought. Dr. Crile has done 
little more than repeat and continue the work of 
Gurwitsch and his school. That distinguished 
Russian discovered some ten years ago strange 


“mitogenetic” rays which are given off by onion. 


roots, blood, yeast and living cells in general. 
Sometimes the rays killed. It looked very much as 
if living matter were set apart by its radiations. In 
about twenty European laboratories Gurwitsch’s ex- 
periments were repeated by merciless skeptics. 
There was no doubt that eyes and cancer growths 
and tissue pulp did send forth emanations that could 
pass through quartz. Unfortunately, grape sugar 
oxidized with permanganate also gives off the rays. 
When hydrochloric acid is poured on zinc and 
hydrogen is evolved, the rays likewise appear. In 
fact, all oxidations are accompanied by “mito- 
genetic” rays. What seems, to be an attribute 
peculiar to life belongs to all matter. Evidently 
“mitogenetic” should be suppressed. It means that 
only when mitosis occurs—cell activity, in plain 
English—are rays given off. Since the rays have 
no unique connection with cells, the term is only a 
hindrance to clear thinking. 

It may be pleasant to think of Shakespeare’s brain 
cells glowing like a miniature universe of stars as 
he wrote “Hamlet” and of Newton radiating waves 
like a broadcasting station as he saw the laws of 
gravitation emerging from his equations. But it 
is better to deal with the perplexities of such com- 
paratively simple things as oxygen and iron than to 
advance strange hypotheses about life, when we do 
not even know the exact chemical composition of 
protoplasm. Gurwitsch and his school, to which 
the incorrigibly imaginative Dr. Crile belongs, have 
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revealed simply a new property of matter which 
urgently demands study. When we know just how 
and why any chemical activity generates a scarcely 
detectable radiation, it will be time enough to tell 
us how we grow, live and think.—New York Times. 


Medical Property Held Imperiled 


A warning is sounded in the November issue of 
Skyscraper Management Magazine, by Frank Whis- 
ton, Chairman of the Medical Buildings Committee 
of the National Association of Building Owners 
and managers, that if the army of physicians, sur- 
geons and dentists are forced to meet increasing 
obstacles of the nature which now confronts them, 
millions of dollars worth ef property in highly spe- 
cialized, costly constructed, medical buildings will be 
worthless. 

“These buildings,” states Mr. Whiston, “particu- 
larly designed for a particular purpose, and com- 
pletely equipped with air, water, plumbing, gas and 
so forth, represent an enormous investment which 
will be dissipated almost overnight if concerted 
action is not taken to correct the evils which have 
steadily projected themselves into the picture. 

“Let us see just what conditions have brought 
this about, what can be done to prevent their ex- 
pansion and to save the situation. 

“The medical and dental professions have suf- 
fered a series of adversities which they were wholly 
unprepared to withstand. Every business and pro- 
fession has experienced the hardships of depression 
—there is nothing unusual about that—but for the 
doctors and dentists, the effects have been cumulative 
and augmented by sinister developments that strike 
at the foundations upon which the structure of pro- 
fessional practice has been established. 

“Tt goes without saying that not only has the doc- 
tor’s practice been cut to a fraction of the normal 
volume, the amount of his reasonable fees been 
reduced by disastrous—and often unethical—com- 
petition, but after he performs his professional 
service he is by no means certain of collecting what 
is due him. The hazards of collection in this par- 
ticular field have been greatly increased. For some 
reason, too many people have the feeling that the 
doctor’s bills are the last to be paid. And the aver- 
age doctor is not enough of a business man to know 
how to deal with that unhappy situation. When 
times were good, he permitted his patients to pay 
pretty much at their convenience. When times are 
bad, he has the quite logical apprehension that at- 
tempts to enforce collection will alienate the good 
will upon which future patronage depends. 

“So, it is not a condition which will cure itself as 
times improve, and people again have money to 
spend for the privilege of consulting their doctor. 
It is far more serious than that. The profession 
is in desperate straits. It needs help. It needs 
public understanding and support. It needs the co- 
operation of business interests whose well-being is 
also at stake. And, it needs these things now— 
before it is too late. 

“It is probable that the medical and dental pro- 
fession is under-organized so far as practical meas- 
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ures for mutual protection against adverse condi- 
tions are concerned. 

“It was particularly vulnerable to the ravages of 
depression, not only because people with less money 
to spend are prone to get along without medical at- 
tention, but because with the help of the doctors 
themselves, philanthropical agencies have greatly 
increased their facilities for free treatment. Many 
a doctor, true to his professional theories of public 
service, is giving a major part of his attention to 
charitable cases when he, himself, may be in greater 
distress than some of the patients who accept with- 
out compensation the service which is his only 
means of livelihood. 

“It is a peculiar situation. No one would deny 
medical attention to those without means to pay 
for it, but while relief agencies buy the food and 
clothing they distribute, the physician ordinarily 
gives his service gratis when, by this very contri- 
bution, he is depriving fellow members of his pro- 
fession of an opportunity to make a decent living.” 
—Washington Evening Star, Nov. 17th 1934. 


From the Public Forum of the New York 
Medical Week, Sept. 29, 1934 


Editor, Public Forum: 

The time has come around again for a check to 
the New York State Education ,Department for 
annual registration. If memory serves, we physi- 
cians were promised much when we put our head 
under the yoke of the Webb-Loomis Bill. 

Yet never before have our daily papers been 
quite so full of advertisements for all kinds of 
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self-medication, institutes for this and that under 
lay auspices for the benefit of lay pocketbooks, 
and against the best interests of the prospective 
patrons who ultimately become patients at charit- 
able institutions. 

The Attorney General in charge of malpractice 
ought not to have a very difficult job. He has only 
to consult the Manhattan Classified Telephone Di- 
rectory for Fall-Winter, 1934. On page 142, he 
will find a column or more of self-confessed chiro- 
practors. On page 250, he will find self-confessed 
non-medical electrolysis operators. Should he seek 
illegal facial treatment, the Attorney General need 
only glance at page 277. There is a iist of health 
institutes—probably without medical advisors—on 
page 351. On page 674, there is quite a list of those 
who offer scalp treatment. I passed the plastic 
surgeons, for woe to me, I note that each has an 
M.D. after his name. And the religious healing 
orders are within the law as are the physiothera- 
peutists (who remembers Dr. Dowling promising 
us that the examination for this P.T. would be so 
severe as long as he was secretary that no lay 
person could pass’) and I suppose the colonic ir- 
rigations (page 175) are legal. 

It would seem, that with so many leads, we 
should have clos¢d down on these illegal prac- 
titioners of the medical art and that we physicians 
would be free of the annual registration and its 
fee. And, lest I forget, the fines if you are a day 
late or something! 

Send your check NOW. Since you are law abid- 
ing, you must pay. And promptly. 

PHYSICIAN 
New York City, September 21, 1934. 
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CLASSICAL PARAGRAPHS 


To connect accurate and faithful observation after death with symptoms displayed during life, 
must be in some degree to forward the objects of our noble art; and the more extensive the ob- 
servation and the more close the connexion which can be trade, the more likely we are to discover 
the real analogy and dependence which exists, both between functional and organic disease, and 
between these and the external symptoms which are alone submitted to our investigation during 


life. 


Richard Bright: From the Preface to “Reports of Medical Cases Se- 


lected with 2 
by a Reference to Morbid Anatomy.” 


iew of Illustrating the Symptoms and Cure of Diseases 
London, 1827. 


REVIEWS 


Chronic Arthritis 


THE MEDICAL AND ORTHOPAEDIC MANAGEMENT OF 
CHRONIC ARTHRITIS. _ By _ Ralph Pemberton, a, om 
Robert B. Osgood, M.D. New York, The Macmillan Company, 
1934. 403 pages, illustrated. 8vo. Cloth, $5.00. 

The authors have scrutinized chronic arthritis from a 
broad point of view considering the disease not alone in its 
effect on joints but from the standpoint of the patient as 
a whole. Terminology and anatomical pathology are well 
boiled down. to workable concepts. The ground soil is 
carefully analyzed; the pathlogical physiology involved is 
stressed. The futility of a one-tracked approach to ther- 
apy is emphasized. No treatment may be expected to 
achieve its end if normal body-mechanics be not at the 
same time restored. The chapters on physiological dis- 
turbances, body mechanics, corrective exercises, and or? 
thopedic management are stimulating. 

The authors’ consideration of the immunological aspects 
of this group of diseases is rather strained. Admittedly, 
the roles of focal infection, specific organisms, and so- 
called autogenous vaccines have been overemphasized by 
the profession at large while the subject of ground-soil 
has been among the sins of omission. After correcting 
this fault and giving the underlying abnormal physiology 
its due, immunology still looms as that unfathomed and 
relatively untouched sea of promise. The work of Avery 
and Goebel in fractionation of the pneumococcus organ- 
ism is in no sense prejudicial to the ultimate specificity 
of that group of organisms in relation to disease. Rather 
might one hope that some worker will make similar find- 
ings in regard to the streptococcus family—thereby ex- 
plaining just what aspect of that organism is responsible 
for the immune reactions undoubtedly met in numerous 
instances. Finality pro or con in relation to infection, 
allergy, and immune bodies is at this time impossible. 
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For its all-encompassing view of the arthritides this 
book should be on the shelves of all practitioners treating 


arthritics. 
Georce E. ANDERSON. 


Diet Writing 
COLLENS SYSTEM OF DIET WRITING. Including Diet 

Calculator. Obesity Chart, 100 Menu Prescription. Forms and 

Complete Formulary. By William S. M.D. Brooklyn, 

N. Y. Form Publishing Company, N. Y., Oblong, Loose 

Leaf. Cloth, $5.00. 

There has long been a need for a simple method of 
calculating the intricate diets inherent in the practice of 
modern Medicine. Dr. Collens’ Diet Calculator takes a 
long step toward solving this need. He has made caloric 
diets available by the twist of a thumb—and a few simple 
calculations. If he could devise a similar way of making 
patients maintain their diets all would be well. The Cal- 
culator provides an adequate variety of foods and affords 
diets of known Protein, Fat, Carbohydrate and Caloric 
content. It is useful in the preparation of diets where 
these factors are important such as diabetes, nephrosis, 
epilepsy, leanness and obesity. There are included thir- 
teen cards giving lists of foods rich in the important min- 
erals, purins and vitamins. The general principles of the 
dietetic treatment of epilepsy, allergy, heart disease, preg- 
nancy, ulcer, fevers, tuberculosis, anemia, hyperthyroidism, 
lead poisoning and urologic conditions are also given. The 
principles laid down are sound and simple. The glucose 
tolerance test outlined differs from the procedure sug- 
gested by Van Slyke. These supplementary cards assem- 
ble important information and should answer the long- 
neglected question of “What can I eat, Doctor?” The 
food values given are based on Alice V. Bradley’s very 
usable “Tables” which in turn are greatly indebted to 


Collens, 
1934. 
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Messrs. W. O. Atwater and A. P. Bryant of the United 


States Department of Agriculture. 
Davin GLUSKER. 


Injection Treatment of Hemorrhoids 


ESSENTIALS OF INJECTION TREATMENT OF INTERNAL 
HEMORRHOIDS. y Thomas F. McNamara, M.D. Rochester, 
N. Y., Medical Press [c. 1934]. 117 pages, illustrated. 8vo. 
Cloth, $3.50. 

This is a small book which might have been made still 
smaller by proper condensation. It is written with naivety 
and in an elementary manner. The repeated misspelling 
of the word pruritus cannot be attributed to a mere typo- 
graphical error. Anyone who feels that these strictures 
are too severe is requested to make the following test: 
on p. 1 the author states that one of his objects is to 
teach “the desirability of consulting the physician in all 
cases where there is rectal trouble, and the inestimable 
benefit that may be derived from an early diagnosis of 
any condition that may exist,” all of which is very com- 
mendable, but on p. 36 he continues, “I always take the 
history of a case, with name and address of patient, be- 
fore making examination. Unless I see some reason for 
it, and I find a clear case of hemorrhoids to account for 
the symptoms mentioned when taking history, I never 
subject the patient to a procto-sigmoidoscopic examination 
notwithstanding the fact that in at least one of the text- 
books we are told that every patient over 35 years of age 
should have such an examination.” How can one be certain 
that he is dealing with a “clear case of hemorrhoids” unless 
a proctosigmoidoscopic examination is done? Any patient 
with hemorrhoids may have a carcinoma higher up. To 
be considered also is a paragraph on p. 16, where the 
“lady patient” slips on the stairs and falls; p. 19 where 
he admits that his knowledge of the pathology of hem- 
orrhoids is limited; p. 27 where he relates how he whis- 
tles or sings to his patients; p. 51 where he compares the 
injection treatment with other methods as follows, “As 
for the radical operation, it often requires hospitalization, 
great expense, loss of time, much suffering, and finally 
leaves the patient worse than before the operation.” 

But, all captious criticisms aside, his contribution shows 
evidence of, hard work, and may serve to arouse more 
interest in this valuable method of therapy. 

A. W. Martin Marino. 


Electrocardiography 


ELECTROCARDIOGRAPHY. By Chauncey C Maher, M.D. 
Baltimore, William Wood & Company, 1934. 250 pages, illus- 
trated. 8vo. Cloth, $4.00. 

The purpose of this book is stated to be to provide the 
general practitioner and medical student with an under- 
standing of the electrocardiogram and to teach them to 
correlate clinical and electrocardiographic findings. The 
clinical classification is that developed by the New York 
Tuberculosis and Health Association and approved by the 
American Heart Association and is the best available. The 
discussion of the electrocardiograms characteristic of dif- 
ferent conditions appears to be sketchy and it is doubtful 
whether a beginner would obtain enough fundamental 
knowledge to make a rational diagnosis from an unknown 
tracing. A few statements are open to question and some 
modern views are not discussed. This is particularly 
true with regard to the mechanism of auricular fibrilla- 
tion where “circus movement” is not even mentioned. The 
tracings illustrated and their reproductions are extremely 
good. In view of the many excellent books on the sub- 
ject, some of which cover the field for which this book 
is intended, it seems as if this volume would have a lim- 
ited usefulness. 


J. Hamitton CrRAwrorp. 


Contraception 


CONCEPTION PERIOD OF WOMEN. By Dr. Kyusaku Ogino. 
English Translation by Dr. Yonez Miyagawa. Harrisburg, Pa., 
Medical Arts Publishing Company [c. 1934]. 94 pages. 12mo. 
Leatherette, $1.00. 

This book is a very adequate presentation of the re- 
searches and conclusions as to ovulation, fertility and 
sterility of woman, especially when its length of a hundred 
pages is considered. Its plan and scope include 72 pages 
of scientific discussion of discovery, development, proof 
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and controversy in the problem of human sexual physiol- 
ogy as a whole, including that of the male as well as the 
female. This section of the book is very fine reading and 
convincing study for the physician. hat fact applies 
especially tc those who still cling to the tradition that 
woman has the same physiology as animals in all other 
functions except the function bd reproduction. That tra- 
dition ascribes to her “perpetual motion,” that is, fertility 
at “any old time” and is on its face an absurdity. Ogino’s 
presentation goes very far indeed in disproving this belief. 
This scientific division of the book is comprehensible for 
the thoughtful reader also—the man or woman who knows 
that problems of this kind cannot be read as a newspaper 
is, an item here and one there. In order to put the prin- 
ciples into practice the matter must be studied deliberately 
and ‘definitely. ; 

Conspicuous features are the well arranged tables pre- 
senting in one page matter which would otherwise require 
many pages of text or the summarizing of text already 
presented. 

The last section of the book contains tables of concep- 
tion for women having menstrual cycles from 23 to 
days. It is a pity that these tables were not extended to 
include the most troublesome cycles, namely, those from 
thirty to forty days. For the laity a separate table for 
each woman for her own cycle is the safest basis, on 
which medical advice may build the structure of wise 
guidance. 

A great merit of the book is the clear statement of the 
thesis of each chapter at its beginning and a careful sum- 
mary of it at the end of each chapter. To the physician 
this plan is somewhat repetitious but that repetition in 
itself aids the layman very greatly. 

Ogino’s adverse criticism of Knaus’s method is scarcely 
warranted. When women present careful tabulations of 
a year’s menstruations there will be no difference between 
the findings of both the Ogino and Knaus methods for 
practical purposes. 

Ogino joins all others in emphasizing the ultimate im- 
portance of exact records by the woman and of instruc- 
tion in accordance with them by the physician. 

The bibliography is extensive, but throughout the text 
are very numerous authorities named without including 
them in the long list at the end of the book, or specifying 
the references in the text. This is a misfortune to the 
physician who wishes to read any one of these articles in 
the original without the delay of locating it and the risk 
of error even then. 

All in all this book is a notable contribution to the 
cause of natural birth control—promotive as well as pre- 
ventive. Dr. Miyagawa is to be congratulated upon a 
meritorious translation. Its equals are not common. 

V. C. PEDERSEN. 


Pediatrics 
THE COMPLEAT PEDIATRICIAN. Practical, Diagnostic, 

Therapeutic and Preventive Pediatrics. For the Use of Medical 

Students, Internes, General Practitioners and Pediatricians. By 

Wilburt C. Davison, M.D. urham, N. C., Duke University 

Press, 1934. 8vo. Cloth, $3.75. 

This little book is indeed something new in pediatric 
literature. It is surprisingly complete in spite of its brev- 
ity. The author uses paragraph numbers instead of page 
numbers in order to facilitate the numerous cross refer- 
ences. At first glance, therefore, the book resembles a 
telephone directory. This unique method, however, makes 
it comparatively simple to consult the numerous refer- 
ences. 

The book is divided into seven chapters, the first of 
which is devoted to symptoms and signs and includes 79 
important ones with their 214 variations. It has numerous 
references to the second chapter which briefly lists the 
eight important features of each disease, 800 disease enti- 
ties being considered. Preventive measures, differential 
diagnosis, laboratory tests, prognosis and treatment are 
dealt with succintly. 

The data included in the chapters on feeding and labor- 
atory methods is especially noteworthy. 

For rapid reference, the Compleat Pediatrician promises 
to become one of the indispensable aids to the busy med- 
ico, and certainly deserves a place on his desk. In a few 
moments he can get the important symptoms, signs, dif- 
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ferential diagnosis and the latest therapy, without having 
to wade through many volumes. 
H. S. Breorr. 


Brucella Infections 


BRUCELLA INFECTIONS IN ANIMALS AND MAN. Meth- 
ods of Laboratory Diagnosis. By I. Forest Huddleson. New 
York, e Commonwealth Fund, 1934. 125 pages, illustrated. 
8vo. Cloth, $2.25. 

The increasing interest and attention being paid to 
Brucella infections in this country make this monograph 
especially timely and valuable. It describes clearly and 
concisely proven laboratory methods for diagnosis of the 
infection, including an adequate description of the genus 
Brucella in its relation to human and animal disease. 
Methods of isolating the organism from various sources 
are given together with the pathology of the infection as 
seen in the guinea pig, bovine and human. 

The sections on serological methods, measuring the 
opsono-cytophagic power of the blood as an aid to diag- 
nosis and prognosis, and differentiation of the three 
species of Brucella, summarize the very best information 
with which every clinician, veterinarian and laboratory 
worker should be familiar. The monograph is outstand- 
ing in the excellence of its photographic illustrations and 
not the least valuable part is the bibliography of nearly 
200 references. 

No one is better qualified to judge and present selected 
methods than the author, whose breadth of experience 
has made him eminently skilled in every aspect of 
Brucella disease. The purpose of the book—to supply 
clear and concise information for the use of those who 
must study, diagnose and interpret the various manifesta- 
tions of Brticella infections—is admirably fulfilled. 

J. G. HarpenBercH. 


Medicine in Brief 


A MANUAL OF THE PRACTICE OF MEDICINE. Prepared 
especially for Students. By A. A. Stevens, M.D. Thirteenth Edi- 
tion, Revised. Philadelphia, W. B. Saunders Co., 1934. 685 pages. 
12mo. Cloth, $3.50. 

A new edition of Stevens’ crisp little manual of prac- 
tice for students, always sound and vivid, has been 
brought up to date by the insertion of brief articles on a 
number of subjects which have recently acquired impor- 
tance, by shorter alterations in the text here and there, 
and by the deletion of some obsolete matter. Used as it 
should be, the book furnishes a foundation for the begin- 
ner, upon which he may build a more complete structure 
as he advances. Attractive as the inductive method may 
appear, most experienced teachers find that the majority 
of students need some such introduction to the study of 
medicine, if they are to avoid a lack of balance that is 
corrected with difficulty within the somewhat limited time 
available in the undergraduate schools. An attempt to 
acquire a detailed knowledge of one phase of medicine, 
lacking some acquaintance with the rest of the field, is 
difficult for the want of perspective. The student may 
find the basis for such a perspective in this book. It is 
not meant to take the place of a text book on medicine. 

TASKER Howarp. 


Dermatology 


DISEASES OF THE SKIN. A _ Handbook of Dermatology for 
Practitioners and Students. By S. Ernest Dore, M.D., — | John 
L. Franklin, M.D. New York, D. Appleton-Century Company, 
Inc., 1934. 410 pages, illustrated. 12mo. Cloth, $5.00. 

_ The authors of this book originally intended to publish 
it as a revision of the text by the late Sir Malcolm Mor- 
ris. They, however, discovered that such complete revision 
was necessary to bring it up to date that it became, es- 
sentially, a new text. Nevertheless, they have used the 
aforementioned book as their model, and those who en- 
joyed that text will consider this good news. 

The book is written for students and practitioners, and 
for these readers it deserves special commendation. One 
could hardly expect such a complete inclusion of the rarer 
cutaneous diseases, and such fine delineation of all its 
subjects, in so small a book. The arrangement of dis- 
eases does not follow the usual classifications, for one 
finds some groupings according to the classification of 
Hebra, and others according to type of cutaneous mani- 
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festation. The arrangement is, however, practical, and 
lends itself to easy reading as well as facility in search- 
ing for the disease one desires. 

E. Atmore GAUVAIN. 


Prenatal Care 


THE PROSPECTIVE MOTHER. A Handbook for Women Dur- 
ing Pregnancy. By J. Morris Slemons, M.D. Third Edition. 
New York, D. Appleton-Century Company, Inc., 1934. 311 pages. 
12mo. Cloth, $2.00. 

Called a Handbook for Women During Pregnancy, all 
the questions which arise at this time are well and clearly 
answered. It will appeal particularly to the intelligent 
woman who desires explanation of the phenomena of 
pregnancy. Much of it is physiology, correctly and clear- 
ly presented. It is too bad however that Slemons has 


again given life to the old idea of pregnancy occurring 
immediately after a period; we know now that for most 
women this is a sterile period. This third edition should 
Bing popular as its predecessors, for it is an excellent 


CuarLes A. Gorpon. 


Spastic Paralysis 
THE SPASTIC CHILD. By Marguerite K. Fischel. St. Louis, 

The C. V. Mosby Company, 1934. 97 pages, illustrated. 8vo. 

Cloth, $1.50. 

This little volume records a mother’s successful efforts 
in rehabilitating a child with spastic paralysis (Little’s 
Disease). She outlines in detail many of the exercises 
in relaxation and coordination that she devised, or found 
of value, and these should be most helpful to the physio- 
therapist and physician dealing with such a problem. The 
result achieved by this parent through perseverance for 
years in daily, conscientious, muscle education should 
afford inspiration and encouragement to the parents of 
similarly afflicted children. 

D. E. McKenna. 


Sterility 
HUMAN STERILITY. Causation, Diagnosis, and Treatment. A 

Practical Manual of Clinical Procedure. By Samuel R. Meaker, 

M.D. Baltimore, The Williams and Wilkins Company, 1934. 

276 pages, illustrated. 8vo. Cloth, $4.00. 

“Human Sterility” is a very excellent work, covering 
the many phases of the causation and treatment of invol- 
untary sterility. The author is a learned and conscientious 
diagnostician, and in the preparation of the book, experi- 
enced colleagues in urology, in medicine, and in endo- 
crinology, have had a part. The result is a volume which 
is one of the most valuable in this particular field that the 
reviewer has seen. The book is divided into three parts: 
Part I, deals with the “Causation of Human Infertility”; 
part II, gives a detailed “Diagnostic Study of the Sterile 
ee and part III, takes up the “Treatment of Ster- 
ility.” 

Both the diagnosis and the treatment are studied in 
detail from the urologic, the gynecologic, the medical, 
and the endocrinologic viewpoint. 

“Human Sterility” is a book of moderate size which 
contains a wealth of practical knowledge on a subject 
about which every gynecologist should be informed. 

Wma. Sipney SITs. 


Vitality 
VITALITY. By Boris Sokoloff, M.D. New York, E. P. Dutton 

& Company [c. 1934] 181 pages. 8vo. Cloth, $2.00. 

There is something relaxing about books which bring 
us within the realm of the research laboratory and its 
workers. This book by Sokoloff falls into this class. 
Whether or not we choose to agree with the theories 
which the author has discussed, they are nevertheless 
stimulating because they are based on speculation. For 
example, that lactic acid may be a source of vitality may 
seem strange to the practitioner’s everyday reasoning, but 
if this idea can be popularized in simple convincing lan- 
guage, it appears logical especially when many of the 
established theories never progress to facts. 

The author does not explain the fundamental meaning 
of vitality. In one instance it points to regenerative ac- 
tivity; in another, to senescence; in another, to endurance 
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in spite of debilitating disease; and in still another, to ab- 
normal expenditure of physical energy. These paradoxes 
merely point to manifestations of what we term “vitality” 
without clarifying our conception of that phenomenon. 
EMANUEL KRIMSKY. 


Glaucoma 


DAS GLAUKOMPROBLEM UND DIE GLAUKOMOPERA- 
ii Wien, Wilhelm Maudrich, 


Leopold Miiller. 


TIONEN. By Dr. 
Paper, Rm. 8 


1934. 108 pages. 8vo. 

This monograph gives the ideas of the author anent the 
types and causes of glaucoma and the operations he pre- 
fers for the two main types. 

After carefully eliminating secondary glaucoma from 
the discussion, he asserts there are two types of glaucoma 
which he calls glaucoma simplex and intermittent glau- 
coma. The essential symptom of the first type is cupping 
of the disc which he asserts is not necessarily associated 
with increased intraocular pressure. He explains the cup- 
ping by infiltration of fluid into the nerve head which is 
contrary to the general idea that there is no connection 
between the vitreous and the nerve head or the retinal 
circulation. Increased intraocular tension may occur but 
not infrequently is not a part of the picture. He reports 
20 eyes with glaucoma but pressure of 24 mm. Schiotz, 
or lower, which were dilated with homatropine without 
precipitating an attack of acute glaucoma. The real cause 
of glaucoma simplex is increased secretion of the ciliary 
glands. The proof of this assertion is not satisfactory al- 
though many will agree with him. The glaucoma ordi- 
narily referred to as acute, is described as intermittent 
glaucoma due to an inherited tendency resulting in disease 
of the parasympathetic oculo-motorius supply of the in- 
terior of the globe causing a sudden gush of secretion 
of nervous origin, the outflow into the angle of the an- 
terior chamber and the cavities of the iris being blocked 
by oedema. For glaucoma simplex he recommends a 
transcorneal trephine beneath a flap of cornea and con- 
junctiva. This flap should include in depth % rd. of the 
cornea and the temporal half of a generous corneal arc 
above with the vertical meridian as the inner boundary. 
The lower margin is free but the conjunctival base is at- 
tached to the eye-ball above. The trephine opening is 
made beneath this flap at the corneal limit above near 
the middle line. The technical difficulties of this method 
will prevent its general use. 

As an after operation, he recommends cyclodialysis 
especially in aphakic eyes and with depression of the 
lens if it is necessary. This is done at the site of the 
previous operation. Most cases of intermittent glaucoma 
can be carried along without operation but if one is 
needed, iridectomy is the choice. His opinions are based 
upon clinical experience and these are of value regard- 
ing choice of operations, the way to do them and the 
evaluation of results but something more than clinical 
experience and observation of cases is required to solve 
glaucoma problems that have eluded several generations 
of clinicians and modern special and general laboratory 


workers. 
Ravtpu J. Ltoyp. 
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INTERNATIONAL CLINICS. A Quarterly of Illustrated Clini- 
cal Lectures and Especially Prepared Original Articles on Treat- 
ment, Medicine, Surgery, eureney, etc. Volume 3, 44th Sones, 
1934. Edited by Louis Hamman, M.D. Philadelphia, 5, ae = 4 
eesett Company [c. 1934]. 327 pages, illustrated. 8vo. Clot 
3.00. 


There is to be found a wealth of valuable information 
in this issue of the Clinics. 

First, the treatment of Acute Intussusception by the 
hydrostatic pressure method is advocated as a depend- 
able procedure in most cases, especially in young infants 
who are poor subjects for operation. 

Second, there is a splendid dissertation on the pre- 
and post-operative care of the hyperthyroid patient, 
emphasizing various ways to guard that patient from 
undue anxiety. For example, the patient is spared the 
worry of having to submit to a history with its many 
tiring questions. 

Third, the subject of pericardial disease is analyzed, 
not on the basis of its anatomical classification, but on 
the degree of mechanical obstruction which it may induce. 

Fourth, large doses of luteinizing hormone are recom- 
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mended as the most satisfactory method of treating func- 
tional uterine bleeding in the young female. 

To those whose hopes have been revived with recent 
articles in various journals on the supposed merits of 
whooping cough vaccine, there is some guarded advice 
including a critical analysis of these reports. 

One contributor emphatically insists that there is no 
such thing as an athletic heart, and that in most instances 
an athlete’s heart is “actually smaller than the normal.” 
If observation be exact, there should be no room for 


controversy. 
Numerous other reports of equal interest await the 
reader, including two case problems for diagnosis. 
EMANUEL KrimskKY. 
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